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EXECUTIVE  SUMMARY 

A  state  wide  evaluation  of  the  DVH  service  program  for  non- 
vocational  blind  and  multi-handicapped  blind  clients  was 
conducted  by  the  American  Foundation  for  the  Blind  through  a 
contractual  arrangement  with  the  Virginia  Department  for  the 
Visually  Handicapped. 

The  purpose  of  the  Evaluation  was  to  access  the 
effectiveness  and  efficiency  of  services  and  to  make 
recommendations  for  change.  The  Evaluation  was  divided  into  two 
phases:  A  state  wide  telephone  survey  of  clients  and  on-site 
staff  interviews  with  appropriate  professionals  from  the  six  DVH 
Regional  offices  and  the  Virginia  Rehabilitation  Center  for  the 
Blind. 

Two  two  person  on-site  interview  teams  and  ten  paid 
volunteers  comprising  the  telephone  interview  team  were  carefully 
selected  and  trained  by  the  American  Foundation  for  the  Blind  to 
implement  each  phase  of  the  Evaluation  plan.  Seventy  six  on- 
site  staff  interviews  and  two  hundred  ten  client  telephone 
interviews  were  completed. 

Professionals  interviewed  in  the  regional  offices  and  the 
VRCB  included: 

Regional  offices:  Rehabilitation  Teachers,  Vocational 
Rehabilitation  Counselors,  Orientation  and  Mobility  Specialists, 
Independent  Living  Center  Coordinators,  and  Regional  Office 
Management . 

VRCB:  Administrators,  Rehabilitation  Counselors,  Orientation  and 
Mobility  Instructors,  Visually  Handicapped  Instructors, 
Occupational  Therapist,  and  Psychologist. 

Client  interviews  were  state  wide  and  covered  those 
individuals  who  cases  had  been  closed  one  year  prior  to  the 
Evaluation.  Categories  included:  aging  with  vision  loss,  multi- 
handicapped/visually  handicapped  and  those  visually  handicapped 
adults  neither  multi-handicapped  or  aging  that  are  recipients  of 
nonvocational  services. 

Methodology  for  conducting  the  Evaluation  included:  A.  A 
structured  questionnaire  for  client  telephone  interview  B.  A 
series  of  questions  designed  to  motivate  discussion  and  to  elicit 
uniform  information  from  appropriate  professionals  in  the 
Regional  office  network,  and  C.  One  to  one  contact  with  staff  and 
clients.  Team  findings,  conclusions  and  recommendations 
confirmed  that  there  are  areas  of  immediate  and  long  range 
concern  that  require  attention  by  DVH  if  the  agency  is  to 
adequately  address  the  service  needs  of  nonvocational  blind  and 
multi-handicapped  blind  Virginians.  It  is  evident  that  the 
Department  must:  A.  Make  a  firm  commitment  to  recognize  that 
this  population  has  its  own  specific  needs  and  interests. 
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B.  Value  nonvocational  visually  handicapped  clients  on  the  same 
priority  level  as  education  and  VR  clients  and  to  develop  a 
program  of  service  designed  to  work  exclusively  on  the  problems 
and  concerns  of  nonvocational  visually  handicapped  Virginians. 

C.  Recruit,  train,  and  support  qualified  staff  to  implement  the 
recommended  service  program. 

The  Evaluation  was  conducted  in  a  spirit  of  joint 
cooperation  and  professional  commitment  between  the  American 
Foundation  for  the  Blind  and  the  Virginia  Department  for  the 
Visually  Handicapped.  It  has  been  a  sincere  effort  to  improve 
services  available  through  the  agency  and  to  encourage 
nonvocational  blind  and  multi-handicapped  blind  citizens  of  the 
Commonwealth  to  maximize  their  self  esteem  and  capacity  to  live 
happy  and  independent  lives. 
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BACKGROUND 


On  October  3,  1986  the  Virginia  Department  for  the  Visually 
Handicapped  (DVH)  contracted  with  the  American  Foundation  for  the 
Blind  (AFB)  to  evaluate  the  effectiveness  and  efficiency  of  its 
service  program  for  nonvocational  blind  and  multi-handicapped 
blind  clients.  Motivation  for  conducting  the  Evaluation 
originated  from  the  Strategic  Planning  Committee  of  DVH  and  the 
Honorable  Governor  Gerald  L.  Baliles.  In  recent  years  formal 
recognition  on  the  part  of  the  public  sector  has  been  given  to 
the  specific  service  needs  of  this  segment  of  visually 
handicapped  citizens  in  the  Commonwealth.  Evidence  of  this 
interest  was  action  by  the  Virginia  State  Legislature  during  the 
1986-87  biennium  to  allocate  funding  to  provide:  A.  Orientation 
and  mobility  services  for  nonvocational  clients  being  served  by 
regional  offices  located  in  Norfolk,  Richmond,  Waynesboro  and 
Bristol.  B.  Expansion  of  the  ILC  program  to  cover  the  Bristol, 
Norfolk,  and  Waynesboro  Regional  offices.  Concern  has  been 
raised  regarding  the  capacity  of  the  Department's  current 
nonvocational  service  program  to  adequately  meet  the  special 
needs  of  this  growing  population. 

The  scope  of  the  Evaluation  was  statewide  with  emphasis  upon 
services.  In  addition  to  clients,  concentration  was  given  to 
appropriate  DVH  professional  staff  assigned  to  the  Virginia 
Rehabilitation  Center  for  the  Blind  (VRCB)  and  the  six  DVH 
Regional  Offices:  Arlington,  Bristol,  Norfolk,  Richmond,  Roanoke, 
and  Waynesboro. 

Parameters  for  conducting  the  Evaluation  were  defined  by  the 
Department  as  follows:  A.  Nonvocational  population:  aging  with 
vision  loss;  multi-handicapped/visually  handicapped;  and  those 
adults,  not  aging  or  multi-handicapped,  that  receive 
nonvocational  services  from  DVH.  B.  Services  to  be  evaluated: 
rehabilitation  teaching;  orientation  and  mobility;  independent 
living  center  services;  and  vocational  rehabilitation  counseling 
(homemaker  services  only) .  C.  Disciplines  to  be  interviewed: 
Rehabilitation  Teachers;  Orientation  and  Mobility  Instructors; 
Vocational  Rehabilitation  Counselors;  Independent  Living  Center 
Coordinators;  and  Regional  Office  Administrators  (Managers  and 
Assistant  Managers) .  D.  Recipients  of  nonvocational  services 
whose  cases  had  been  closed  one  year  prior  to  the  on-set  of  the 
Evaluation. 


The  Evaluation  plan  was  organized  in  two  parts:  client 
interviews  and  on-site  interviews  with  professional  staff  from 
VRCB  and  the  six  regional  offices.  A.  Client  interviews:  A 
survey  instrument  was  prepared  by  the  Social  Research  Department 
of  the  American  Foundation  for  the  Blind  for  the  use  of  the 
telephone  interview  team  (see  Part  II,  Appendix  I,  Client 
Interviews) .  A  telephone  team  comprised  of  eight  interviewers, 
one  supervisor  and  one  advance  contact  person  was  recruited.  The 
team  was  trained  by  the  AFB  Social  Research  Department  (see 
"Project  Personnel") .  Arrangements  were  made  with  the  DVH  to  use 
telephones  and  office  space  in  the  Department's  Headquarter 
Office  (to  be  recognized  as  the  DVH  in  kind  contribution)  for  the 
interview  operation  of  the  project. 

DVH  provided  a  listing  of  five  hundred  sixty  two  clients 
from  which  the  AFB  Social  Research  Department  selected  a  sample 
of  names  to  be  used  by  the  telephone  interview  team.  Two  hundred 
and  ten  interviews  were  completed  during  the  evening  hours  of  a 
ten  day  period:  November  24,  25;  December  1  through  December  5, 
and  December  8  through  December  10,  1986. 

Interview  results  were  processed  by  computer  in  the  AFB 
Social  Research  Department  resulting  in  a  client  analysis  of  the 
nonvocational  service  program  provided  by  the  Department  (see 
Appendicies  I,  II,  and  III,  Tables  A  (1  through  13)  and  B  (1 
through  13)  listed  in  the  Table  of  Contents)  .  On-site 
interviews:  A  series  of  questions  were  prepared  for  the  use  of 
the  on-site  interview  teams  as  a  guideline  in  interviews  with 
designated  DVH  professional  staff  (see  Appendix  I;  On-Site  Staff 
Interview) .  Two  two  person  teams  made  up  of  AFB  professional 
staff  were  assembled  to  conduct  DVH  staff  interviews.  An 
appointment  schedule  for  on-site  visits  to  the  VRCB  and  the  six 
DVH  Regional  Offices  and  logistics  for  the  team  operation  were 
set  up  and  coordinated  through  the  AFB  Mid-Atlantic  Office.  The 
schedule  for  the  on-site  interviews  in  each  of  the  regional 
offices  were  as  follows:  Richmond,  December  1,  2,  3,  198  6; 
Waynesboro,  December  4,  5,  1986;  Roanoke,  December  16,  17,  18, 
1986;  Bristol,  December  18,  19,  1986;  Arlington,  January  5,  6, 
1987;  Norfolk,  Janury  7,  8,  9,  1987;  Virginia  Rehabilitation 
Center  for  the  Blind,  January  14,  15,  16,  1987. 

Seventy  six  interviews  were  completed  as  follows:  Regional 
Offices:    Regional  Managers    (6) ,  Assistant  Regional  Managers 

(3),  Rehabilitation  Teachers  (19),  Independent  Living  Center 
Coordinators  (4),  Orientation  and  Mobility  Instructors  (6), 
Vocational  Rehabilitation  Counselors  (18) ,  Volunteer  Coordinators 

(6) .  VRCB:  Administrator  (1) ,  Assistant  Administrator  (2) , 
Orientation  and  Mobility  Instructors  (2)  ,  Visually  Handicapped 
Instructors  (5) ,  Rehabilitation  Counselors  (2) ,  Occupational 
Therapist  (1),  Psychologist  (1).  (See  Part  I,  Appendicies  II, 
through  XI  listed  in  Table  of  Contents) . 


PART  I 


ON-SITE  STAFF  INTERVIEWS 


CONCLUSIONS  AND  RECOMMENDATIONS 
CONCLUSIONS 

This  section  is  a  summary  of  conclusions  and  recommendations 
based  on  information  resulting  from  interviews  by  the  two  on-site 
review  teams  with  designated  professionals  from  each  of  the  six 
regional  offices.  Five  major  areas  of  service  were  selected  for 
review:  Rehabilitation  Teaching;  Vocational  Rehabilitation 
Counseling;  Orientation  and  Mobility;  Independent  Living  Center 
Services;  and  Regional  Office  Management. 

The  basic  assignment  of  the  on-site  review  teams  was  to 
determine  the  efficiency  and  effectiveness  of  services  for  non- 
vocational  blind  and  multi-handicapped  blind  clients  served  by 
the  DVH. 

Rehabilitation  Teaching  (RT) 

Rehabilitation  teaching  is  the  core  service  provided  non- 
vocational  clients  by  the  DVH.  Major  categories  of 
rehabilitation  services  available  through  this  Discipline 
include:  A.  Low  Vision  Service.  B.  Orientation  and  Mobility  in 
familiar  environments.  C.  Activities  of  Daily  Living  (ADL) .  D. 
Home  Management.  E.  Housekeeping  Techniques.  F.  Home 
Maintenance.  G.  Communication  skills.  H.  Leisure  and 
Recreational  Activity. 

Excessive  paper  work  is  a  consistent  problem  for 
rehabilitation  teachers  throughout  the  regional  office  network. 
Teachers  feel  pressured  to  keep  pace  with  the  increased  volume  of 
paper  work  resulting  in  less  time  available  for  client  contact. 
Paper  work  policies  developed  at  DVH  Headquarters  are  unrealistic 
for  implementation  in  the  field.  The  RT  staff  recognizes  the 
reality  of  documentation  but  not  to  the  extent  required  by 
Department  Headquarters . 

RTs  serve  dual  population  (VR  clients  and  non  VR  clients) . 

Implementation  of  the  major  phases  of  the  new  low  vision 
program  (paper  work,  follow-up,  etc)  appear  to  be  becoming  more 
and  more  the  work  responsibility  of  the  Rehabilitation  Teacher. 

Visually  handicapped  RTs  are  expected  to  recruit  and  use 
volunteers  (readers,  drivers)  to  perform  essential  tasks  in  the 
discharge  of  their  job  assignments.  Clerical  support  necessary 
to  complete  requisite  office/paper  work  activity  is  often 
unavailable  or  difficult  to  arrange. 

RT  staff  cutbacks  have  increased  the  normal  work  load 
resulting  in  reduced  levels  of  work  productivity  and  quality 
service.  Unclassified  workers  (WE-14s)  are  being  used  to  fill 
positions  such  as  rehabilitation  teachers  in  regional  offices. 

DVH  guidelines  for  service  priorities  are  not  explicit.  The 
Policy  and  Procedures  Manual  for  Rehabilitation  Teachers  seems  to 
be  "ever  changing". 

Cramped  working  conditions  exist  in  most  regional  offices. 
This  situation  is  counter  productive  and  a  source  of  frustration 
and  low  staff  morale. 
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The  location  of  the  VRCB  makes  first  hand  access  for 
referral  purposes  difficult  from  different  parts  of  the  state. 
This  is  particularly  true  in  areas  outside  of  Arlington  and 
Richmond . 

There  appears  to  be  a  regional  and  state  wide  call  for 
regularly  scheduled  rehabilitation  teacher  meetings  to:  A.  Share 
information  about  techniques,  materials,  and  procedures  that 
would  improve  service  delivery  and  B.  Discuss  mutual  problems 
concerning  client  service. 

Academic  credentials  and  levels  of  professional  training  of 
rehabilitation  teachers  vary  radically  within  a  significant 
portion  of  the  current  RT  staff.  This  condition  appears  to  be 
most  prevalent  in  regional  offices  located  beyond  urban  areas. 

Rehabilitation  teachers  feel  that  there  are  gaps  in 
communication,  understanding,  and  recognition  by  DVH  Headquarters 
with  respect  to  RT  field  staff. 

A  significant  number  of  rehabilitation  teachers  feel  that 
they  are  inadequately  trained  to  do  their  jobs.  Adjustment 
counseling,  family  counseling  and  working  with  the  multi- 
handicapped  are  areas  of  immediate  concern. 

(see  Appendix  II,  On-site  Review  Summary  Rehabilitation  Teaching 
for  a  complete  summary  of  responses  to  interviews  with 
rehabilitation  teachers) . 

Vocational  Rehabilitation  Counseling  (VRC) 

Vocational  Rehabilitation  Counselors  work  with  non  VR 
clients  as  candidates  for  homemaker  services  only. 

Funding  for  physical  restoration  services  is  inconsistent. 
Opportunity  for  individuals  to  improve  or  regain  vision  prior  to 
the  onset  of  legal  blindness  are  often  denied  non  VR  clients  by 
this  regulation. 

"Eligibility  for  homemaker  service"  regulations  often 
restrict  the  number  of  worthy  non  VR  clients  from  receiving 
services  that  would  be  otherwise  available.  This  effort  on  the 
part  of  RSA  to  minimize  the  number  of  homemaker  closures  in 
Virginia  at  times  appears  to  be  counter  productive.  At  the  same 
time,  the  possibility  for  "quick  closures"  by  counselors  at  the 
expense  of  quality  service  or  no  service  at  all  for  non  VR 
clients  continues  to  exist. 

Volume  and  redundancy  of  paper  work  has  the  same  negative 
effect  on  VRCs  as  they  do  on  Rehabilitation  Teachers.  Low  staff 
morale,  diminished  client  contact  time,  and  restricted  work 
productivity  are  all  too  often  by  products  of  this  agency  wide 
problem. 

Counselors  seem  pressured  by  too  much  supervision  and 
regulation.  They  would  like  more  freedom  to  discharge  job 
responsibilities . 

Large  case  loads  and  the  size  of  service  territories 
preclude  adequate  time  for  counselors  with  clients.  This 
situation  also  effects  the  VRCs  capacity  to  provide  quality  and 
timely  service. 
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Visually  handicapped  counselors  are  also  required  to  arrange 
for  and  use  volunteer  readers  and  drivers.  This  situation  raises 
issues  of  accommodation  and  possible  non  compliance  on  the  part 
of  DVH  with  the  Rehabilitation  Act  of  1973. 

Non  VR  clients  are  dependent  upon  VRCs,  trained  to  work 
primarily  with  VR  clients,  for  homemaker  service.  This  indirect 
and  cumbersome  approach  varies  from  counselor  to  counselor  and 
relies  upon  his/her  interest,  ingenuity,  available  time,  and 
professional  integrity  to  work.  Even  though  well  intentioned  and 
often  effective,  dependence  on  counselors  by  non  VR  clients  for 
needed  services  is  an  undesirable  situation.  It  would  seem  that 
basic  services  such  as  homemaker  skills  should  be  provided  by 
professional  staff  specifically  trained  to  meet  the  particular 
needs  of  this  population. 

(See  Appendix  III;  On-site  Interview  Summary:  Vocational 
Rehabilitation  Counseling;  for  a  complete  summary  of  responses  to 
interviews  with  Vocational  Rehabilitation  Counselors) . 

Independent  Living  Center  Services  (ILC) 

The  DVH  "Independent  Living  Center  Without  Walls"  program  is 
the  only  current  ongoing  service  program  working  exclusively  with 
non-vocational  clients.  Categories  of  prescribed  services 
available  through  ILC  Coordinators  includes:  A.  Assessment  of 
vision  and  adaptive  coping  skills.  B.  Counseling,  guidance,  and 
referral.  C.  Low  vision  service.  D.  Instruction  in  activities 
of  daily  living.  E.  Homemaking,  therapeutic  crafts  and  leisure 
time  activities.  F.  Service  to  families.  G.  Information: 
sources  to  secure  adaptive  aids  and  appliances;  information  and 
referral  to  community  resources.  H.  Personal  care  attendant.  I. 
Peer  counseling.  J.  Transportation.  K.  Physical,  occupational, 
and  speech  therapy.  L.  Special  communication  skills  for  the 
deaf-blind.  M.  Orientation  and  mobility.  N.  Socialization, 
education,  and  recreation.   0.  Special  aids  and  appliances. 

Large  case  loads  and  service  territories  are  becoming 
increasingly  difficult  for  one  coordinator  to  manage. 

It  is  unrealistic  to  expect  that  the  full  range  of  services 
listed  above  can  be  provided  by  existing  ILC  staff.  Innovative 
methods  are  called  for  to  make  available  additional  staff  time  to 
supplement  efforts  of  the  ILC  Coordinator. 

Considering  the  interdisciplinary  approach  to  providing  ILC 
service,  coordinators  are  requesting  improved  communications  and 
cooperation  between  regional  managers/staff  and  the  coordinator. 
Inadequate  interdisciplinary  staffings  within  regional  office 
settings  directly  affect  the  service  potential  of  the  ILC  program 
(orientation  and  mobility,  rehabilitation  teaching,  etc.). 

The  efficiency  of  the  overall  ILC  operation  is  being 
hampered  by  the  demands  of  excessive  paper  work. 

Clarification  of  DVH  policies  and  regulations  is  needed. 
Regional  staff  feels  that  their  input  in  the  development  of 
policies  and  procedures  regarding  ILC  programs  would  go  a  long 
way  in  developing  practical  methods  for  field  implementation. 
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There  is  a  need  for  training  to  work  more  effectively  with 
multi-handicapped/visually  handicapped  clients  with  emphasis  on 
developing  a  better  understanding  of  the  physical  handicaps 
accompanying  vision  loss. 

(See  Appendix  IV:  On-Site  Review  Summary;  Independent  Living 
Center  Services  for  a  complete  summary  of  responses  to  interviews 
with  Independent  Living  Center  Coordinators) . 

Orientation  and  Mobility  (O&M) 

Until  1986  the  only  orientation  and  mobility  service 
available  to  DVH  non-vocational  clients  was  provided  by  O&M 
instructors  working  with  VR  clients.  The  quality  and  quantity  of 
instruction  has  been,  at  best,  inconsistent  across  the  state.  In 
September,  1986  DVH,  through  a  special  arrangement  with  the 
American  Foundation  for  the  Blind,  initiated  O&M  instruction  by 
specialists  trained  to  work  with  non-vocational  clients  in  the 
Arlington  and  Roanoke  Regional  offices.  Further  recognition  of 
this  problem  has  been  evidenced  by  the  Virginia  State  Legislature 
through  an  appropriation  of  funds  during  the  '8 6-' 88  Biennium  to 
place  O&M  Instructors  with  the  same  skills  to  work  with  non  VR 
clients  in  each  of  the  remaining  four  regional  offices. 

All  disciplines  providing  services  to  non-vocational  clients 
look  to  the  proposed  new  O&M  positions  as  a  major  answer  to  the 
particular  mobility  needs  of  that  population. 

The  lack  of  priority  status  of  non-vocational  clients 
compared  to  that  of  education  and  VR  clients  further  complicates 
the  provision  of  appropriate  O&M  service  to  the  target 
population. 

Regardless  of  available  funding,  the  absence  of  needed  O&M 
service  for  non-vocational  clients  persists  in  most  regional 
offices. 

Redundant  and  excessive  paper  work  and  the  inherent  pressure 
that  it  places  on  staff  further  complicates  opportunity  for  the 
provision  of  quality  O&M  service. 

Instructors  seem  to  need  training  in  personal  skills  such  as 
sign  language,  CPR,  guidance  and  counseling,  to  more  effectively 
meet  the  special  needs  of  the  non-vocational  population. 
(See  Appendix  V:  On-Site  Interview  Summary;  Orientation  and 
Mobility  for  a  more  complete  summary  for  responses  to  interviews 
with  Orientation  and  Mobility  Instructors) . 

Regional  Office  Management 

Emphasis  seem  to  be  placed  by  DVH  Headquarters  on  the  use  of 
procedure  and  numbers  rather  than  client  need  as  their  barometer 
for  regional  management  production. 

There  is  a  need  for  regularly  scheduled  in-house  and/or 
community  based  training  opportunities  for  all  field  staff.  It 
would  seem  that  this  feature  would  provide  managers  with  the 
means  to  produce:  A.  Better  client  service.  B.  Improved  staff 
performance  and  professional  growth. 

Managers  would  like  more  input  in  the  decision  making 
process   as   it   affect   implementation  of   agency  policy   and 
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procedures  in  the  field. 

Staff  morale  and  performance  in  the  field  would  be  improved 
by:  A.  Less  attention  to  procedure  and  paper  work  and  more 
emphasis  on  client  contact.  B.  Improvement  of  work  environment 
and  elimination  of  the  space  problem  prevalent  in  most  regional 
offices. 

Automation  of  routine  operations  in  regional  offices  would 
help  to  improve  the  efficiency  of  procedures  and  encourage 
greater  production. 

Determination  of  Managers'  true  in  depth  concern  for 
interest  in  the  service  needs  of  non-vocational  clients  in 
comparison  to  how  they  view  the  needs  of  education  and  VR  clients 
would  be  an  important  component  in  developing  regional  programs 
sensitive  to  the  interest  of  non  VR  clients. 

Increased  budget  and  staff  would  help  managers  in:  A. 
Purchasing  the  amount  of  equipment  for  non-vocational  clients  not 
eligible  for  ILC  service.  B.  Make  available  more  services  for 
multi-handicapped/visually  handicapped  clients.  C.  Provide 
physical  restoration  services  for  those  visually  impaired  non  VR 
clients  presently  ineligible  for  service  because  of  "order  of 
selection"  restrictions. 

(See  Appendix  VI:  On-Site  Review  Summary  Managers  for  a  complete 
summary  of  responses  to  interviews  with  Regional  Managers) . 
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RECOMMENDATIONS 
REGIONAL  OFFICES  AND  REHABILITATION  CENTER  FOR  THE  BLIND 

Rehabilitation  Teaching  (RT) 

1.  Review  current  DVH  policies  and  procedures  dealing  with 
the  processing  of  paper  work.   Make  immediate  revisions 
necessary  to  relieve  pressures  experienced  by  RT  field 
staff. 

2.  Investigate  DVH  requirements  that  visually  handicapped 
RTs  recruit  and  use  volunteers  in  key  roles  necessary  to 
complete  job  assignments.   Since  Federal  Funding  is 
directly  involved  in  visually  handicapped  RT  client 
service,  it  would  seem  that  DVH  is  not  in  compliance 
with  Section  504  of  the  Vocational  Rehabilitation  Act 

of  1973  recognizing  that  the  agency  is  not  providing 
appropriate  accommodation  for  it's  visually  handicapped 
staff  to  properly  perform  work  responsibility.   If  the 
DVH  is  in  violation,  take  immediate  steps  to  correct  the 
problem. 

3.  Petition  for  the  addition  of  Rehabilitation  Teachers 
specifically  trained  to  meet  the  needs  of  non-vocational 
clients  to  regional  offices.   Follow  the  precedent 

set  in  hiring  orientation  and  mobility  specialists  to 
work  exclusively  with  this  target  population  in  the 
Arlington  and  Roanoke  offices. 

4.  Develop  a  mechanism  designed  to  solicit  RT  field  staff 
input  as  an  integral  part  of  the  policy/procedure  making 
process  at  the  Headquarter  office.   Establish  a  time 
frame  (six  months  to  one  year)  within  which  further 
changes  cannot  be  made  in  the  RT  Policy  and  Procedures 
Manual.   Encourage  stability  in  the  implementation  of 
rules  and  regulations  called  for  in  this  document. 

5.  Expedite  steps  currently  underway  to  alleviate  poor 
working  conditions  and  space  problems  affecting  many 
of  the  regional  offices. 

6.  Adopt  an  agency  wide  requirement  that,  beyond  a 
prescribed  date,  DVH  will  hire,  wherever  possible, 
only  university/professionally  trained  rehabilitation 
teachers  to  work  with  non-vocational  clients. 

7.  Consider  developing  a  preplanned,  in-  house/community 
based  training  curriculum  designed  to  update  existing 
RT  staff  on  current  knowledge  and  techniques  being  used 
in  the  field  of  Rehabilitation  Teaching  (see  Appendix 
On-Site  Interview  Summary  Rehabilitation  Teaching 

item  No.  2.18  for  additional  training  needs 'B-iefrted  by 
RTs)  .  ciaTe^ 

8.  Develop  a  series  of  initiatives  that  would  encourage  a 
more  even  distribution  of  quality  rehabilitation 
teachers  in  all  six  regional  offices.   Emphasize 
locations  outside  of  urban  areas. 
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9.  Work  for  the  return  of  professional  staff  that  would 
eliminate  the  use  of  the  unclassified  worker  position 
(WE-14)  to  fill  the  professional  position  in  regional 
offices. 

10.  Consider  returning  to  the  original  plan  for 
implementation  of  the  several  phases  of  the  revised  low 
vision  program.   Offset  the  growing  trend  to  center 
much  of  this  responsibility  on  the  rehabilitation 
teacher. 

11.  Provide  opportunity  for  regional  and  state  level  RT 
meetings  to  discuss  ideas  and  concerns  intended  to 
motivate  better  client  service.   Guard  against  this 
concept  eroding  the  regional  manager  process. 

12 .  Provide  RTs  with  an  opportunity  for  additional  training 
in  adjustment  and  family  counseling  to  meet  the 
particular  need  of  the  non-vocational  client. 

13.  Develop  strategy  to  promote  a  DVH  budget  item  that 
would  support  the  employment  of  a  rehabilitation 
teacher  staff,  trained  specifically  to  work  with  non 
vocational  clients.   Provide  RTs  with  in-service 
training  in  working  with  multi-handicapped.   Assign 
teachers  from  this  group  to  each  Regional  Office. 

14 .  Consider  offering  an  in-house  course  in  computer 
training  (PC's  and  appropriate  adaptations)  for 
visually  handicapped  professionals  including  RTs. 
Encourage  blind  and  visually  impaired  teachers,  through 
first  hand  access  to  this  technology,  to  complete  paper 
work  assignment  via  computers  in  the  Regional  Offices. 

15.  Establish  minimal  standards  of  performance  for  RTs 
work  with  non-vocational  clients. 

16.  Work  toward  rehabilitation  teachers  being  AER  certified 
or  certifiable. 

Vocational  Rehabilitation  Counseling  (VRC) 

17.  Budget  sufficient  and  consistent  funding  for  the 
provision  of  physical  restoration  services  earmarked 
specifically  for  non-vocational  clients. 

18.  Take  steps  to  eliminate  future  imposition  of  order  of 
selection  restrictions  of  medical/surgical  services  for 
non-vocational  clients. 

19.  Investigate  possible  DVH  violation  of  Section  504  of 
the  Rehabilitation  Act  of  1973  as  it  applies  to 
visually  handicapped  vocational  rehabilitation 
counselors  being  required  to  recruit  and  use  volunteers 
for  the  performance  of  tasks  essential  to  implementing 
visually  handicapped  staff  job  responsibilities. 

20.  Evaluate  paper  work  policies  and  procedures.  Develop 
innovative  methods  to  help  VRCs  deal  with  the  problem 
as  it  impacts  their  provision  of  efficient  and  timely 
service. 
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21.  Consider  the  development  of  a  distinct  and  separate 
service  program  with  appropriate  resources  and  staff 
that  would  eliminate  reliance  on  other  DVH  programs  and 
personnel  such  as  Vocational  Rehabilitation  Counselors 
to  provide  service  to  non  VR  clients  in  addition  to 
their  primary  client  population. 

22.  Provide  opportunity  to  share  information  and  meet 
regularly  with  other  disciplines  working  with  non  VR 
clients  within  the  same  regional  office.   Encourage  a 
stronger  interdisciplinary  approach  to  service. 

23.  Activate  idle  computer  equipment  currently  on  hand  in 
most  regional  offices. 

24.  Encourage  all  VRCs  to  use  technology  as  an  expeditious 
method  of  processing  paper  work. 

25.  Where  appropriate,  equip  computers  with  appropriate 
adaptations  for  the  use  of  visually  handicapped 
counselors  (synthetic  speech,  large  print,  and/or 
braille) .   As  was  recommended  for  Rehabilitation 
Teachers,  provide  visually  handicapped  VRCs  with 
training  for  first  hand  access  to  this  technology  and 
offer  this  methodology  as  an  alternate  independent 
approach  for  visually  handicapped  counselors  to 
discharge  their  own  paper  work  requirements. 

26.  Provide  visually  handicapped  counselors  with  in-house 
DVH  announcements,  policies  and  procedures,  agency 
wide  memoranda,  etc.  in  appropriate  media  form  for  X 
first  hand  access  (braille,  large  print,  recorded 
form) . 

Independent  Living  Center  Services  (ILC) 

27.  Develop  innovative  procedures  to  relieve  the  pressures 
of  excessive  work  responsibility  (heavy  case  loads  and 
vast  service  areas)  presently  experienced  by  ILC 
Coordinators. 

28.  Explore  ways  to  involve  field  staff  input  in  the 
decision  making  process  effecting  implementation  of 
ILC  regulations  on  regional  levels. 

29.  Provide  in-service  training  for  coordinators  to  receive 
updates  on  information  and  techniques  Effecting  their 
work.   Include  information  about  secondary 
disabilities. 

30.  Set  up  effective  channels  of  communications  within 
regional  offices  for  peer  professionals  and  supervision 
to:  A.  Exchange  information;  B.  Strengthen  the 
interdisciplinary  approach  to  serving  non-vocational 
clients.   C.  Encourage  regularly  scheduled  staffings. 
D.  Promote  better  case  management. 

31.  Reduce  the  amount,  repetition,  and  futility  of 
unnecessary  paper  work  as  it  impacts  on  the  efficient 
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delivery  of  ILC  services 


Orientation  and  Mobility  (O&M) 

32.  Expedite  efforts  to  recruit  and  hire  Orientation  and 
Mobility  Instructors  to  work  with  non-vocational 
clients  in  the  Richmond,  Waynesboro,  Bristol,  and 
Norfolk  Regional  offices. 

33.  Employee  only  qualified  professionals  with  skills 
necessary  to  meet  the  unique  orientation  and 
mobility  needs  of  non-vocational  clients  (aging  with 
vision  loss  and  multi-handicapped/visually  handicapped) 

34.  Investigate  dual  certification  (RT/O&M)  as  a  possible 
alternate  solution  to  the  problem. 

35.  Keep  the  entry  salary  the  same  in  all  Regional  Offices 
beginning  at  the  grade  level  used  in  Arlington.   This 
incentive  to  join  the  DVH  staff  could  be  particularly 
significant  in  areas  such  as  Bristol  and  Waynesboro. 

Regional  Office  Management 

36.  Increase  budget  in  regional  offices  that  would  make 
possible  authorization  by  managers  for  the  purchase  of 
equipment  for  RT  non-vocational  clients  not  eligible 
for  ILC  services. 

37.  Investigate  raising  RTs  and  VRCs  to  salary  levels  (from 
Grade  9  to  Grade  10)  commensurate  with  their  work 
activity  and  equal  to  education  personnel  in  regional 
offices. 

38.  Support  managers  efforts  to  motivate  quality  staff 
performance  by  initiating  a  state  wide  comprehensive 
training  program  that  would:  A.  Update  existing  staff 
knowledge  and  B.  Provide  a  training  base  for  new  staff. 

39.  Improve  the  existing  mechanism  for  Managers'  influence 
in  development  of  DVH  policies  and  procedures.   Listen 
seriously  to  staff  recommendations  for  inclusion  in 
agency  regulations  wherever  possible. 

40.  Monitor  closely  the  level  of  staff  morale  in  regional 
offices.   Identify  problem  areas  and  institute  remedial 
action. 

41.  Identify  and  reduce  office  routine  that  restricts  time 
that  Managers  should  be  spending  with  staff  in  the 
field. 

42.  Provide  more  job  training  opportunity  for  mid 
management . 

43.  Exercise  managerial  skills  by  permitting  greater 
professional  staff  autonomy  in  work  activity  and 
encourage  freedom  to  exercise  professional  judgment. 
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44.   Ascertain  the  depth  of  managerial  concern  for  the 
potential  of  and  service  needs  for  non-vocational 
clients  in  comparison  with  those  of  education  and  VR 
clients. 

45.  Take  what  ever  steps  possible  to  utilize  technology 
(computers,  etc.)  available  in  most  regional  offices 
to  help  offset  the  pressures  of  poor  paper  work  flow 
and  increase  the  general  efficiency  of  the  regional 
office  operation. 

46.  Wherever  appropriate  reorder  the  system  of  work 
distribution  for  all  professional  field  staff  to  assure 
an  equitable  case  load  distribution  for  all  concerned. 

47.  Managers  should  be  careful  to:  A.  Keep  channels  of 
communications  open  with  all  staff.   B.  Be  sensitive  to 
staff  attitudes  and  reactions.   Take  steps  to  identify 
potential  problem  areas  and  initiate  action 
accordingly.   C.  Recognize  staff  achievement. 

48.  DVH  Headquarter  Administration  should  take  note  of 
recommendations  cited  in  Item  No.  49  and,  where 
delinquent,  should  take  immediate  steps  to  strengthen 
any  breakdowns  in  communication. 

Virginia  Rehabilitation  Center  for  the  Blind  (VRCB) 

This  section  is  a  series  of  recommendations  based  on 
findings  listed  in:  Part  I,  On-site  Interview  Summary,  Appendices 
VII  through  XI,  for  pagination  see  Table  of  Contents. 
Disciplines  covered  in  these  recommendations  include:  Visually 
Handicapped  Instructors;  Rehabilitation  Counselors; 
Administrators;  Orientation  and  Mobility  Instructors; 
Psychologists   and  Occupational   Therapist. 

49.  Encourage  field  staff  to  screen  VRCB  referrals  more 
carefully.   Develop  a  better  understanding  of  the  type 
client  most  appropriate  to  participate  in  the  VRCB 
rehabilitation  process. 

50.  Consider  Center  acceptance  criteria.   An  abnormally 
high  percentage  of  exceptionally  difficult  cases  can 
tax  staff  capacity  to  provide  quality  service  thereby 
reducing  the  efficiency  of  the  program. 

51.  Examine  "follow  up"  procedures  once  clients  have  begun 
the  transition  from  VRCB  to  home.   If  deemed 
inadequate,  give  priority  to  developing  a  more 
effective  process.   Client  progress  at  the  Center  can 
be  reversed  if  appropriate  services  from  VRCB  are  not 
not  available  to  the  client  and  the  family. 

52.  Work  for  budget  necessary  to  reopen  the  Independent 
Living  Apartment  program. 

53.  Install  telephones  in  the  teachers'  offices. 

54.  Establish  a  closer  working  relationship  between  field 
and  Center  staff.   Encourage  recognition, 
understanding,  discussion,  and  resolution  of  mutual 
problems. 
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55.  Look  into  deficiencies  affecting  the  VRCB  Dormitory: 

A.  Administrating  and  staffing  problems  resulting  in 
pressure  on  dormitory  supervision. 

B.  Lack  of  security  resulting  in  possible  easy  access 
by  outsiders. 

56.  Work  for  additional  professional  staff  to  provide 
necessary  one  on  one  training  and  housing  services  for 
severely  multi-handicapped  and  brain  injured. 

57.  Establish  an  on-going  in  house  training  program  to 
update  the  knowledge  of  VRCB  staff  to  work  more 
effectively  with  severely  multi-handicapped  and  brain 
injured. 

58.  Impress  on  DVH  administration  and  field  staff  the 
importance  of  the  unique  value  of  the  VRCB  services  to 
the  agencies'  overall  service  program.   Encourage 
appropriate  referrals  from  all  regional  office 
professional  staff. 

59.  Promote  improved  communications  and  recognition  between 
Center  staff,  VRCB  administration,  and  DVH 
headquarters . 

60.  Invite  VRCb  teachers  to  field  staff  sessions  and 
meetings,  each  need  to  spend  some  time  in  the  others 
environment  because  they  appear  to  be  two  separate 
entities. 
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CASE  HISTORY  REVIEW 

This  section  is  a  review  of  case  histories  from  the 
standpoints  of  content,  consistency,  and  adherence  to  DVH  case 
history  format.  A  random  sample  of  twenty  to  twenty  five  case 
histories  were  selected  by  Regional  Managers  for  examination  by 
the  On-Site  Review  Teams. 

Components  of  a  DVH  case  history  include:  A.  Initial 
intake?  B.  Narrative;  C.  Eye  report;  D.  Individual  Written 
Rehabilitation  Plan  (IWRP)  and  progress  report. 

Richmond 

1.  Rehabilitation  teaching  case  notes  contain  brief 
narratives  without  clear  definitions  of  skills  taught 
and  progress  achieved.   The  number  of  lessons  scheduled 
and  completed  are  not  listed,  nor  are  the  numbers  or 
reasons  for  lesson  cancellations.   Rehabilitation 
teachers  are  the  primary  service  providers  so  these 
case  note  provide  a  limited  picture  of  the  client. 

2.  It  appears  that  a  good  portion  of  the  lesson  time  is 
used  in  adjustment  counseling.   It  is  a  question  as 

to  whether  a  rehabilitation  teacher's  or  orientation  and 
mobility  instructor's  time  is  most  efficiently  used  in 
counseling  rather  than  in  teaching.   And  secondly,  a 
review  of  the  teacher's  professional  profiles  indicate 
that  they  do  not  uniformly  have  academic  or  in-service 
training  skills  necessary  for  providing  on-going 
counseling  or  social  work  services.   A  trained  counselor 
or  social  worker  would  be  able  to  provide  more 
comprehensive  services  for  that  aspect  of  a  clients 
rehabilitation,  freeing  the  teachers  to  provide  the 
skills  training  and  related  personal  adjustment 
counseling. 

3 .  There  are  inconsistencies  in  the  case  history  narratives 
and  within  the  case  records.   There  does  not  appear  to 
be  a  consistent  place  for  recording  updated  face  sheet 
information.   The  reader  needs  to  read  the  narratives  to 
find  change  of  address  information,  etc. 

4.  The  intake  information  does  not  include  a  good 
client/ family  case  history  narrative.   Again,  no  clear 
picture  of  the  client  and  family  emerges. 

5.  There  is  no  client  history  in  the  case  record  for  a 
client  who  has  previously  received  DVH  services  so  it's 
not  evident  what  the  previous  services  were  or 
specifically  why  the  client  is  returning  for  service. 

6.  Not  all  of  the  case  files  contained  the  signed  postcard 
from  the  client  indicating  that  the  IWRP  (or 
rehabilitation  plan)  had  been  received. 

7.  Old  files  contained  client  comment  forms  regarding 
services  and  IWRP.   These  forms  are  no  longer  being 
used  by  DVH. 
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9.   The  regulated  paper  work  and  forms  are  in  the  files. 

If  the  purpose  of  the  case  file  is  to  collect  and  record 
necessary  forms  for  case  management,  then  the  case  files 
appear  to  be  adequate.   If  the  purpose  is  to  manage  the 
case  and  provide  a  holistic  view  of  the  client,  the 
family,  the  DVH  services  rendered  and  referred;  then  the 
case  files  are  inadequate.   The  case  files  do  not 
document  volunteer  services  to  the  clients. 

Waynesboro 

1.  Case  files  appear  to  have  proper  case  management 
documentation . 

2.  The  case  narratives  provide  a  fairly  complete  picture  of 
the  client,  family  and  services  provided.   They 
document  the  philosophy  of  provision  of  services  to  the 
total  person. 

3.  There  are  no  O&M  services  for  the  nonvocational  client 
as  documented  in  the  case  files. 

4 .  There  is  no  mention  of  what  volunteer  services  are 
being  provided  to  the  clients. 

5.  The  narratives  indicate  that  most  counseling  is  done  by 
the  rehabilitation  teachers  and  again,  it  is  a  question 
of  whether  it  is  the  best  use  of  the  teachers  time  to  do 
the  main  adjustment  counseling. 

6.  Case  files  reflect  the  positive  effects  of  the  DVH  team 
staffings  and  recognition  of  other  staff  members 
contributions  to  the  clients  progress. 

Roanoke 

1.  Although  the  goals  are  stated  there  is  no  clear 
indication  of  the  steps  taken  to  pursue  the  goals; 
also  a  clearer  indication  of  goal  accomplishment  would 
give  the  case  record  more  cohesiveness. 

2.  The  terminology  "training  successfully  completed"  does 
not  always  mirror  itself  with  the  work  that  has  been 
documented . 

3 .  The  requests  for  services  from  one  area  to  the  other 
seem  informal  and  to  lack  quality  control/assurance  that 
the  request  was  made  from  service  X  to  service  Y;  and 
that  Y  received  the  request;  Y  responded  to  the  request 
and  made  a  determination. 

4.  There  is  no  clear  indication  that  minimum  standards  of 
contact  were  consistently  observed  and  that  this  good 
practice  was  observed  across  the  board. 

5.  The  narrative  reports  were  sometimes  confusing  due  to 
case  entries  being  made  at  inappropriate  times  and 
places. 

6.  How  frequently  is  reporting  required?   Reports  could  be 
more  meaningful  if  some  indication  were  given  as  to  the 
number  of  instructional  hours  provided  to  a  client 
during  a  specific  reporting  period. 

7.  Summary  statements  should  state  total  hours  of 
instruction. 

8.  Initial  plans  differ  vastly  from  outcomes. 
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Bristol 

1.  Clearer  reasons  for  closures  could  be  indicated. 

2.  In  the  documentation  of  services,  some  connection  to 
previous  services  would  be  helpful  in  getting  a  holistic 
view  of  the  case. 

3.  The  Agency  (DVH)  provided  Vocational  Rehabilitation  case 
assessment  review.   When  was  this  done?  Was  it  shared 
with  staff?  When  will  the  next  one  be  done?   Who  does 
this  review? 

4 .  An  essential  part  of  record  documentation  is  recording 
all  efforts  made  to  contact  and  work  with  clients. 
These  efforts  were  not  clearly  indicated  in  the  record. 

5.  The  service  "adjustment  to  blindness"  may  deserve  more 
attention  and  time  due  to  the  types  of  referrals  that 
are  being  received,  the  disposition  of  training  and  the 
factors  that  lead  up  to  closures.   (With  the 
appropriate  professional  adjustment  counseling,  cases 
that  were  categorized  as  difficult  may  well  have  been 
better  coordinated,  better  timed  for  service  and 
counseled  through  the  process) . 

6.  If  a  form  has  purpose  in  a  case  record,  it  should  be 
labeled  to  indicate  its  purpose. 

Arlington 

1.  There  was  duplication  of  the  records  (i.e.,  financial 
investigation  record  -  this  form  appeared  as  many  as 
four  or  five  times  in  a  record  and  in  many  instances 
it  was  not  filled  in) . 

2.  The  sequence  and  content  of  instruction  in  a  small 
amount  of  time  is  overwhelming  i.e.,  O&M  techniques  of 
sighted  guide,  proper  cane  grip,  touch  technique, 
walking  in  step  and  stair  technique  was  covered  in 
seven  hours. 

3.  File  Updates  should  be  done  on  a  periodic  basis  to 
look  for  (and  place  in  the  case  record  if  its  not  there) 
essential  missing  documentation.   In  addition  this  would 
insure  that  important  documents  are  in  their  appropriate 
place  in  the  case  record  i.e.,  case  closure  review  form 
should  be  placed  in  the  front  of  a  case  to  preclude  a 
tedious  search.   This  would  also  apply  to  the  case 
closure  check  off  form. 

4.  In  most  all  cases  the  IWRP  was  completed  with  a 
narrative  summation  of  activities  rather  than  used  as  a 
projection  tool.   Also  in  many  cases  the  IWRP  was  not 
completed  but  simply  placed  in  the  record  with  review 
dates  on  it. 

5.  VRCB's-Rehabilitation  potential  assessment,  although 
contingent  on  the  writer  would  appear  to  serve  as  a 
good  model  for  repeating  -  clearest  reporting  to  date. 

6.  Training  of  staff  at  Nursing  Home  a  big  PLUS  as  opposed 
to  DVH  trying  to  provide  all  the  training. 
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5.  VRCB's-Rehabilitation  potential  assessment,  although 
contingent  on  the  writer  would  appear  to  serve  as  a 
good  model  for  repeating  -  clearest  reporting  to  date. 

6.  Training  of  staff  at  Nursing  Home  a  big  PLUS  as  opposed 
to  DVH  trying  to  provide  all  the  training. 

7.  Re  the  Narrative  Reports:   Work  done  with  a  client  was 
not  always  clear  by  not  giving  particular  content  and 
extend  of  the  work  i.e.,  gave  LV  -  what  is  LV  -  and 
what  did  you  do;  what  O&M  skills  does  the  person  have? 

Norfolk 

1.  The  IWRP's  appeared  clear  and  concise. 

2.  When  providing  services  there  needs  to  be  consistent 
and  accurate  recording  to  allow  the  record  to  state 
that  "no  further  services  needed  at  this  time" . 

3.  The  cases  indicate  an  extensive  array  of  services  of 
which  a  client  can  take  advantage. 

4.  No  uniform  color  coding  system  was  evident  in  files. 

5.  There  was  an  unusual  amount  of  duplication  in  the  case 
records  -  records  need  cleaning  up.   There  were  sheets 
of  paper  in  the  file  that  were  not  filled  out  which 
littered  the  record. 

6.  The  specific  service  progress  report  (i.e.,  RT  progress 
report)  should  parallel  and/or  correspond  with  narrative 
progress  reports.   In  several  instances  the  RT  progress 
report  ended  but  the  narrative  progress  report  continued 
to  indicate  training  in  RT. 

7.  Case  review  and  the  subsequent  tracing  of  client 
progress  would  be  facilitated  by  the  inclusion  of 
content  and  extent  of  instruction  when  reporting  on 
client  progress. 

8.  The  case  closure  check  off  form  includes  a  DNA  (does  not 
apply)  status.   This  was  used  quite  frequently  for  what 
appeared  to  be  important  information  for  the  case 
record. 

Virginia  Rehabilitation  Center  for  the  Blind 

1.  The  case  files  apparently  work  for  the  VRCB  staff,  even 
though  there  are  inconsistencies  for  the  outside  reader. 

2 .  It  would  be  helpful  to  have  a  more  complete  case  history 
and/or  field  assessment  forms  so  that  it  doesn't  have 

to  be  given  again  by  the  client.   The  field  staff  is 
overloaded  with  paper  work  and  adding  more  to  it  may  be 
a  disincentive  for  referring  cases. 

3.  Information  about  the  client's  family  situation  might 

be  helpful  to  the  VRCB  staff  in  gauging  the  transference 
of  client  skills  and  home  office  follow-up. 
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SHORT  TERM  AND  LONG  TERM  GOALS 

This  section  describes  major  recommendations  that  should  be 
implemented  in  the  short  term  (one  month  to  six  months)  and  in 
the  long  term  (six  months  to  one  year  and  beyond) . 

Short  Term  Goals 

1.  Recognize  that  nonvocational  clients  have  needs  and 
interests  specific  to  themselves  as  a  group. 

2.  Acknowledge  that  the  nonvocational  visually  handicapped 
population  in  Virginia  requires  and  deserves  the  same 
priority  service  status  as  education  and  VR  clients 
being  served  by  the  DVH. 

3.  Take  immediate  steps  to  determine  if  DVH  is  in  violation 
of  Section  504  of  the  Rehabilitation  Act  of  1973  as  it 
pertains  to  reasonable  accommodation  for  visually 
handicapped  professional  staff  to  properly  perform  their 
work  responsibilities.   If  DVH  is  in  error,  correct 

the  problem  immediately. 

4.  Assess  and  resolve  all  paper  work  problems  that 
interfere  with  the  ability  of  field  staff  to  provide 
quality  service  to  nonvocational  clients. 

5.  Investigate  current  DVH  computer  capacity  (on  line  and 
idle)  to  serve  as  a  communication  link  between  the 
Regional  and  Headquarter  offices.   Consider  technology 
as  a  tool  to  increase  the  efficiency  of  in-house  office 
"paper"  operations . 

6.  Develop  capacity  to  identify  the  nonvocational 
population  known  to  DVH  on  its  computerized  client 
register  located  at  the  Richmond  Headquarters. 

7.  Encourage  regional  office  staff  recommendations  for  the 
practical  implementation  of  agency  policies  and 
procedures  in  the  field.   Demonstrate  receptivity  by 
Headquarters  of  staff  suggestions  by  incorporating  them 
in  procedures  designated  by  Headquarters  for  use  in  the 
field. 

8.  Develop  a  mechanism  for  more  direct  communication 
between  Headquarters  and  line  field  staff.   Start  with 
tangible  recognition  of  achievement  and  job  performance. 

Long  Term  Goals 

1.  Develop  and  implement  a  complete  service  program 
designed  to  meet  the  needs  of  nonvocational  clients 
known  to  DVH. 

2.  Recruit  and/or  train  professional  staff  qualified  to 
work  predominately  with  this  population. 

3.  Establish  a  budget  sufficient  to  maintain  services 
intended  for  nonvocational  clients  only. 

4 .  Develop  a  computer  network  within  appropriate  DVH 
locations  (Regional  Offices,  VRCB,  DVH  Headquarters) 
designed  to  expedite:   A.  Processing  of  paper  work; 
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B.  Efficient  distribution  of  agency  state  wide 
bulletins,  announcements,  memoranda,  etc. 

C.  Information  exchange  via  in-house  conference 
boards,  etc. 

Institute  an  in-house,  on  going,  training  curriculum 
designed  to:   A.  Supplement  staff  thinking  and 
knowledge;   B.  Fill  in  gaps  of  uneven  professional 
staff  capacity  to  provide  quality  service. 
Establish  minimal  standards  of  staff  performance  and 
qualification  to  work  with  nonvocational  clients. 
Improve  incentives  to  work  at  DVH:   A.  Working 
conditions  and  environment  in  regional  offices. 
B.  Salary  levels  of  counselors  and  teachers.   C.  More 
equitable  distribution  of  case  loads  and  service  areas 
to  be  covered  by  professional  field  staff. 
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APPENDIX  I 
ON-SITE  STAFF  INTERVIEW 
VIRGINIA  EVALUATION  FOR  NONVOCATIONAL  CLIENTS  QUESTIONNAIRE 

I.   WORK  ASSIGNMENT 

1.1   What  are  the  major  activities  of  your  job?  


1.2   Of  the  services  you  deliver,  which  do  you  provide 

A.  Most  frequently  

B.  Least  frequently  


1.3  Of  the  services  you  provide,  which  do  you  feel  is 

Most  beneficial?  

Why?  

Least  beneficial? 

Why?  

1.4  How  satisfied  are  you  with  your  current  job 
assignment? 
Very  satisfied  Very  unsatisfied 


Somewhat  satisfied  Somewhat  unsatisfied  

II.   SERVICES 

2.1  Please  estimate  the  number  of  hours  spent  on  each  of 
the  following  activities: 

A.  Client  contact  (all  types  of  face  to  face  client 
contact)  

B.  Office/paper  work  

C.  Meetings/special  assignments  


2.2   Is  the  time  estimate  that  you  listed  in  2 . 1  spent 

most  efficiently?   Yes  No  

If  No  explain  


2.3  Where  do  the  majority  of  your  referrals  come  from? 


2.4   Do  you  do  case  findings? 

Yes  (explain)  

No  (explain)  


1-18 


2.5  Thinking  of  the  various  services  offered  to 
nonvocational  clients  by  DVH,  do  you  think  that  they 
are  on  the  whole  getting  better  or  getting  worse, 
compared  to: 

A.  Five  years  ago... a)  better  b)  same  c)  worse 

d)  some  better  some  worse  e)  OK 

B.  One  year  ago. ...  a)  better  b)  same  c)  worse 

d)  some  better  some  worse  e)  OK 

C.  Six  months  ago.,  a)  better  b)  same  c)  worse 

d)  some  better  some  worse  e)  OK 

2 . 6  Which  service  is  getting  better?  

Why?  

Which  service  is  getting  worse?  

Why?  


2.7   Has  there  been  a  difference  in  the  amount  or  kind  of 
services  for: 

A.  Men  compared  with  women   (explain)  

B.  Aging  with  vision  loss  compared  with  multi- 
handicapped  and  visually  handicapped   (explain) 


Adults  with  vocational  goal  that  do  not  fit  into 
either  of  those  categories   (explain)  


2.8   In  your  opinion  what  have  been  the  strengths, 

weakness,  or  flaws  of  present  DVH  service  programs 
for  nonvocational  clients? 


2.9   Based  on  your  experience,  what  additional  ways  has 
the  DVH  been  of  help  to  the  visually  handicapped 
population  you  serve?  


2 . 10  How  could  the  service  program  be  improved? 

A:  At  your  level  

B:  Other  levels 


2.11  On  the  average  do  you  feel  that  clients  using  your 
services  are: 
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A.  Much  more  independent  than  before? 

B.  Somewhat  independent?  

C.  Same 


2.12   Which  of  your  activities  do  you  feel  good  about? 


2.13   How  is  success  defined  in  your  job? 
A.  By  you  


B.  By  the  Agency 


2 . 14   How  are  you  rewarded  for  achievement? 


2.15  What  changes  would  you  make  in  program  supervision 
that  would  improve  your  job  performance? 


2.16  Are  there  opportunities  for  career  development  in 
your  job?  


2.17  Do  you  have  personal  plans  for  further  education  to: 
Improve  current  job  performance:  Prepare  for  career 
advancement . 


2 . 18  What  training  could  DVH  provide  that  would  improve 
your  job  performance?  


2 . 19  What  was  your  motivation  for  entering  this  field? 


NOTE:   For  VRCB  On-Site  Staff  Interviews,  VRCB  was  substituted  in 
in  place  of  VDH  on  questions  2.5,  2.8,  2.9,  and  2.18. 

Question  2.4  was  amended  to:   Do  you  feel  VRCB  receives 
enough  referrals: 

Yes  (explain)  

No  (explain)  
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APPENDIX  II 

ON-SITE  INTERVIEW  SUMMARY 

REHABILITATION  TEACHING 

(Note:    Categories  of  service  have  been  listed  according  to 
frequency  of  response) . 

1.1  What  are  the  major  activities  of  your  job: 

A.  Adjustment  counseling. 

B.  Activities  of  daily  living  (in  general) . 

C.  Low  vision  services;  referral  to  community 
resources . 

D.  Communication  skills  (in  general) ;  leisure 
and  recreation  (in  general) . 

E.  Recruitment  and  training  of  volunteers. 

F.  Home  management  (in  general) ;  referral  to 
library  services;  public  relations;  indoor 
orientation  and  mobility  instruction. 

G.  Assessment;  provision  of  equipment;  arrange 
for  peer  counseling;  information  and 
referral ;  advocacy . 

1.2  Of  the  services  that  you  deliver,  which  do  you  provide: 

Most  frequently: 

A.  Adjustment  counseling 

B.  Low  vision  services 

C.  Activities  of  daily  living  (in  general) 
Least  frequently: 

A.  Braille  instruction 

B.  Leisure  and  recreation  (in  general) ;  crafts 
instruction 

1.3  Of  the  services  you  provide,  which  do  you  feel  is: 

Most  beneficial: 

A.  Adjustment  counseling 

B.  Communications  skills  (in  general) ;  low  vision 
services 

COMMENTS:   1.   Adjustment  counseling:  if  clients  feel 
good,  it  makes  them  more  receptive  to 
teaching. 

2.  Teaching:   gives  clients  skills  necessary 
to  remain  at  home  and/or  maintain  an 
independent  life  style. 

3.  Low  vision  services:  helps  clients  adjust 
to  vision  loss  and  to  develop  a  healthy 
attitude.   Low  vision  is  a  major  demand 
on  RT  services,  consequently  a  serious 
problem. 
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Least  beneficial: 

A.  Duplication  of  paper  work. 

B.  Training  and  use  of  volunteers  (least  beneficial 
in  rural  areas) . 

C.  Waiting  for  low  vision  doctor  appointments. 
COMMENTS:   1.   Crafts:   time  consuming,  clients  seldom 

follow  up. 
2.   Paper  work:   redundant  takes  away  from 

serving  clients.   We  recognize  that  paper 
work  is  necessary  but  not  to  the  extent 
demanded  by  DVH. 

1.4  How  satisfied  are  you  with  your  current  job  assignment: 

A.  Very  satisfied  (majority) 

B.  Satisfied 

C.  Somewhat  satisfied;  somewhat  unsatisfied;  very 
unsatisfied. 

COMMENTS:   1.   Excessive  paper  work  and  documentation 
diminishes  effectiveness  of  staff. 
2.   Staff  in  unclassified  positions  (WE  14) 
have  no  benefits. 

2.1  Estimate  the  number  of  hours  spent  on  each  of  the  following 
(NOTE:   Figures  are  based  on  responses  from  six  regional 
offices) . 

A.  Face  to  face  contact  with  clients:   2  0-28  hours; 
6-32  hours;  27-32  hours;  20-25  hours;  8-30  hours; 
27-32  hours. 

B.  Office  work/paper  work:   10-12  hours;  8-12  hours; 
8-15  hours;  no  response;  8-16  hours;  8-12  hours. 

C.  Meetings/ special  assignments:   0-10  hours;  2-4 
hours;  0-12  hours;  no  response;  8-10  hours; 
1-8  hours. 


2.2  Is  the  time  estimate  that  you  have  listed  in  item  2.1  spent 
most  efficiently: 

No  (majority) ;    Yes. 
COMMENTS:   1.   No:   duplication  of  paper  work  seems 
unnecessary. 

2.  No:   excessive  paper  work  is  repetitive. 

3.  No:   less  paper  work  more  time  available 
to  spend  with  clients. 

4.  No:   inadequate  clerical  support  for 
visually  handicapped  staff  to  complete 
paper  work  requirement. 

5.  No:   less  paper  work  and  less  regulation 
would  permit  more  time  for  program 
development  and  client  contact. 

2.3  Where  do  the  majority  of  your  referrals  come  from: 

A.   Intake:  VR  and  ILC  (majority) ; 
k  B.   Ophthalmologists;   C.   Client  referral; 

D.   Education  services. 
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2.4  Do  you  do  case  findings: 

A.  No  (majority) 

B.  Yes:   through  public  awareness  programs; 
client  referral;  etc. 

2.5  Thinking  of  the  various  services  offered  to  nonvocational 
clients  by  DVH,  do  you  think  that  they  are,  on  the  whole, 
getting  better  or  getting  worse  compared  to: 

A.  Five  years  ago:   better,  worse,  no  answer. 

B.  One  year  ago:    better,  same,  worse. 

C.  Six  months  ago:   better,  same,  worse,  no  answer. 

2.6  Which  service  is  getting: 

A.   Better:   Orientation  and  mobility  instruction; 
Low  vision  services: 

COMMENTS:   1.   Orientation  and  mobility:  finally 

have  professionals  working  specifically 
on  the  needs  of  the  nonvocational 
client. 

2.  Low  vision  service:  service  has  grown, 
quality  has  improved. 

3.  Low  vision  service:  provides  a  chance 
to  maximize  remaining  vision. 

4.  Low  vision  service:  more  assessment 
tools  now  available. 

5.  Low  vision  service:  more  clients  being 
served  because  more  examiners  are  now 
available. 

6.  Good  DVH  staff. 

B.   Getting  worse:   Orientation  and  mobility 

instruction;  rehabilitation  teaching;  adjustment 
counseling. 

COMMENTS:    1.   Duplication  of  paper  work. 

2.  Too  much  time  taken  in  arranging  for 
client  transportation. 

3.  Not  enough  money  to  purchase  equipment. 

4.  Case  loads  too  large. 

5.  Not  enough  rehabilitation  teaching 
staff. 

6.  Less  time  now  available  to  contact 
clients. 

7.  Difficult  finding  volunteer  drivers, 
readers,  etc.  to  work  with  visually 
handicapped  RT  staff. 

8.  Adjustment  counseling:  not  enough  time 
to  do  a  good  job. 

2.7  Has  there  been  a  difference  in  the  amount  or  kind  of  service 
for: 

A.   Men  compared  with  women:   No  (majority) ;  Yes 
COMMENTS:   1.   More  crafts  being  taught  to  women. 

2 .   More  woodcrafts  being  made  available  to 
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men. 

3.  Women  more  receptive  to  ADL  lessons. 

4.  Women  outnumber  men  on  the  case  load. 

5.  Men  seem  to  refuse  certain  non-VR 
services. 

B.  Aging  with  vision  loss  compared  with 
multi-handicapped/visually  handicapped:  No 

(majority) ;   Yes 
COMMENTS:   1.   Can  teach  more  to  aging  especially  on 
a  one  to  two  time  per  month  basis. 

2.  More  equipment  available  to  MH/VH 
through  ILC  funding. 

3 .  Services  improved  for  aging  through 

O&M  instruction  and  low  vision  services. 

4 .  Aging  received  superior  services  since 
staff  is  better  trained  to  work  with 
aging  rather  than  MH/VH. 

5.  More  funds  being  spent  to  work  with 
multi-handicapped,  not  necessarily 
resulting  in  better  service. 

6.  The  range  of  services  has  increased 
for  both  multi-handicapped  and  aging  - 
multi-handicapped  through  ILC  funding 
and  aging  through  O&M  and  low  vision 
services. 

C.  Adults  without  vocational  goal  that  are  neither 
aging  nor  multi-handicapped:   No  (majority) ; 
Yes. 

COMMENTS:   1.   Cannot  purchase  certain  needed  equipment 
if  not  MH/VH. 
2.   Less  complicated  to  serve. 

2.8   In  your  opinion,  what  have  been  the  strengths,  weaknesses, 
or  flaws  of  the  present  DVH  service  program  for 
nonvocational  clients: 
A.  Strengths: 

1.  Rehabilitation  teaching;  low  vision 
services;  independent  living  center 
services. 

2.  Client  information  and  referral  to  other 
agencies. 

3.  Staff  teamwork. 

4.  Ability  to  use  professional  judgment  and 
flexibility. 

5.  Development  of  rehabilitation  classes. 

6.  Regional  based  volunteer  programs. 

7.  Cooperative  arrangements  with  hospitals 
and  training  homes. 

8.  Individual  work  plans  (IWRP)  for  clients. 

9.  Good  agency  service  structure. 

10.  Quality  of  staff. 

11.  Statewide  coordination  of  services  within 
DVH. 

12.  Promptness  in  client  contact. 
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13. 

14. 

15. 
16. 
Weaknesses 
1. 


FLAWS: 


4. 
5. 
6. 


9 
10 

11 
12 
13 
14 

15 


16 
17 


18 
19 


20. 


21 


22 


1. 


Ample  teaching  materials. 
Opportunity  to  make  suggestions  for 
change . 

Full  range  of  services  are  offered. 
Reduced  case  load. 

Time  spent  in  explanation  of  paper 
work  confusing  to  clients. 
DVH  paper  work  requirement  results  in 
less  client  teaching  time. 
Leg  work  and  follow  up  for  library 
services  (ordering  and  returning  books, 
equipment ,  etc . ) . 
Lack  of  family  counseling. 
Lack  of  training  for  counseling. 
Lack  of  training  in  woodworking  for 
multi-handicapped/visually  handicapped . 
Lack  of  drivers,  readers,  and  clerical 
support  staff  for  DVH  visually 
handicapped  professionals. 
Inability  to  meet  equipment  needs  of 
clients  who  do  not  fit  into  agency 
categorical  guidelines. 
"Paid  for  performance"  program. 
Too  much  effort  with  too  little  results- 
watered  down  service. 
Indefinite  "fuzzy"  agency  priorities. 
Lack  of  sufficient  budget. 
Reduced  staff. 

Inadequate  training  to  do  the  job 
properly. 

Virginia  Rehabilitation  Center  for  the 
Blind  (VRCB)  inaccessible  to  different 
parts  of  the  state. 

Not  enough  advocacy  for  blind  people. 
Lack  of  opportunity  for  clients  not  open 
to  VR  or  ILC  to  purchase  equipment. 
Bureaucracy/paper  work. 

Lack  of  training  programs  that  deal  with 
specific  client  problems. 
Not  enough  time  to  give  to  new  cases  - 
too  many  clients. 
Lack  of  consistency  in  teaching 
curriculum  and  materials  from  one 
regional  office  to  another. 
Frequent  changes  in  program 

Use  of  unclassified  position  (WE14)  to 
fill  key  positions  in  regional  offices. 
DVH  espouses  philosophy  of  "all  things 
to  all  men"  but  will  not  admit  that  they 
cannot  follow  through. 
Eligibility  requirements  for  service 
often  preclude  those  individuals  who  need 
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them  the  most. 

4.  Constant  changes  in  paper  work  and 
unrealistic  expectations  of  DVH. 

5.  Rehabilitation  teachers  being  pressured 
by  service  responsibilities  -  more  staff 
is  needed. 

6.  Much  of  the  paper  work  could  be  delegated 
to  support  staff  -  this  is  not  being 
done. 

7.  Repetition  and  the  amount  of  paper  work. 

2.9  Based  on  your  experience,  what  additional  ways  has  the  DVH 
been  of  help  to  the  visually  handicapped  population  you 
serve: 

A.  Public  education  and  public  awareness. 

B.  Radio  reading  service. 

C.  Library  services. 

D.  Information  and  referral. 

E.  Legislative  activity. 

F .  Advocacy . 

2.10  How  could  the  service  program  be  improved: 

A.  Reduce  paper  work. 

B.  Pay  divers  and  readers  for  visually  handicapped 
staff. 

C.  Headquarter  policy  specialists  should  consult 
field  staff  in  order  to  make  effective  and 
realistic  policies  and  paper  work  procedures. 

D.  Strengthen  staff  guidance  skills. 

E.  Increase  numbers  of  volunteers. 

F.  Establish  regional  supply  centers  for  materials 
and  equipment. 

G.  Teaching  staff  at  VRCB  should  observe  in  the  field 
to  develop  a  better  understanding  of  client  home 
environments . 

H.   Add  social  workers  to  the  staffs  of  regional  offices. 
I.   Add  Assistant  Managers  to  help  handle  paper  work 

where  they  do  not  currently  exist. 
J.   Expedite  placement  of  Orientation  and  Mobility 

specialists  to  work  with  nonvocational  clients. 
K.   Reduce  territory  assigned  to  individual 

rehabilitation  teachers. 
L.   Reinstitute  intradisciplinary  meetings. 
M.   Consider  use  of  a  mobil  van  to  increase 

service  delivery. 
N.   Provide  more  explicit  guide  lines  for  service 

priorities. 
O.   Improve  regional  office  working  conditions  - 

more  space. 
P.   Improve  staffs  stability  -  reduce  turnover. 
Q.   Revise  salary  levels  -  currently  noncompetitive. 
R.   Less  emphasis  on  policy  -  more  emphasis  on 

service  delivery. 
S.   Closer  monitoring  of  new  cases.   Cut  down  on 
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improper  referrals,  time  consuming. 
T.   Cut  down  on  numbers  of  administrators  in 

Headquarter  office  resulting  funding  could  be 
used  to  increase  services  on  regional  levels. 

2.11  On  the  average,  do  you  feel  that  clients  using  your 
services  are: 

A.  Much  more  independent  (majority) . 

B.  Somewhat  more  independent. 

2.12  Which  of  your  activities  do  you  feel  good  about: 

A.  Seeing  client  independence  develop. 

B.  Close  rapport  with  clients. 

C.  Client  contact. 

D.  Experiencing  clients  feeling  good  about 
themselves . 

E.  Realization  of  maximum  independence  through 
RT  direction. 

F.  Teaching. 

G.  Client  happiness  resulting  from  RT  work. 

H.   Getting  client  to  point  of  self  motivation. 
I.   Challenge  of  working  with  multi-handicapped/ 

visually  handicapped. 
J.   Client  progress. 
K.   Adjustment  counseling. 
L.   Being  able  to  provide  RT  services:  activities 

of  daily  living,  braille  instruction,  cooking, 

low  vision  services,  crafts  instruction,  hand 

work,  and  communication  skills. 

2.13.  How  is  success  defined  in  your  job: 

A.   By  you: 

1.  Client  independence. 

2.  Helping  client  receive  appropriate  services. 

3.  Seeing  client  improve  in  attitude  and  skills 

4.  Helping  client  understand/accept  vision 
problems. 

5.  Helping  clients  understand  that  they  can 
function  with  vision  loss. 

6.  Establishing  a  "life  line"  after  skill 
training  is  complete. 

7.  Meeting  mutual  goals  of  the  rehabilitation 
teacher  and  the  client. 

B.   By  the  Agency: 

1.  Closures. 

2.  Statistics. 

3.  Meeting  goals  set  by  the  RT  and  the  client. 

2.14.  How  are  you  rewarded  for  achievement: 

A.  Merit  increase. 

B.  Pay  check. 

C.  Formal  evaluation  process. 

D.  Recognition  by  manager. 

E.  Intrinsic  satisfaction. 
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F.  Peer  recognition. 

G.  Positive  response  from  clients. 
H.   Clients/ family  appreciation. 

I.   Negative  response:  none  given;  not  appreciated; 
very  little  from  DVH. 

2.15  What  changes  would  you  make  in  program  supervision  that 
would  improve  your  job  performance: 

A.  Change  attitude  in  headquarter  office,  very  little 
regard  or  recognition  from  headquarters  for  a  job 
well  done. 

B.  Eliminate  "pay  for  performance  program"  requires 
unrealistic  staff  goals.   May  lead  to  fewer  client 
services.   Could  encourage  unhealthy  competition 
between  staff  re  percentage  gap. 

C.  Clearer  policies  and  procedures  from  Headquarters. 

D.  Should  have  regularly  scheduled  meetings  between 
managers  and  regional  staff. 

E.  Reduce  paper  work. 

F.  Provide  time  for  managers  to  give  guidance  and 
closed  consultation  to  staff. 

G.  Reduce  top-heavy  management  -  less  supervision. 
H.   Close  contact  between  rehabilitation  teachers  and 

Central  Headquarters. 
I.   Supervisors  should  conduct  more  frequent  field 

visits.   Would  encourage  better  perspective. 
J.   Less  pressure  to  complete  unwarranted  paper  work. 
K.   Finalize  policies  and  procedures  in  "rehabilitation 

teacher  manual".   Too  many  changes  too  many  times. 
L.   Should  be  fewer  chiefs  and  more  indians. 

2.16  Are  there  opportunities  for  career  development  in  your  job: 

A.  DVH  provides  resources  for  training  opportunity. 

B.  The  agency  encourages  and  supports  attendance  at 
conferences.   In-service  training  is  available. 

C.  DVH  provides  opportunity  to  take  course  instruction. 

D.  The  agency  gives  funding  and  time  to  attend  training 
sessions. 

E.  Negative  reaction:   "I  hope  so";  "unknown  to  me,  its 
a  sore  spot". 

2.17  Do  you  have  personal  plans  for  further  education  to: 
improve  current  job  performance  or  prepare  for  career 
advancement : 

A.   No  (majority) ;  Yes. 

1.  Certificate  program  from  University  of 
Virginia  in  working  with  the  aging. 

2.  Computer  training. 

3.  Time  management. 

4 .  Course  instruction  in  working  more  effectively 
with  the  deaf/blind. 
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2 . 18  What  training  could  DVH  provide  that  would  improve  your 
job  performance: 

A.  Family  counseling. 

B.  Working  with  multi-handicapped/visually  handicapped 

C.  Hands-on  training  with  low  vision  aids  (especially 
for  visually  handicapped  staff) . 

D.  Training  and  working  with  aging  persons  with  vision 
loss. 

E.  Training  in  orientation  and  mobility  skills. 

F.  Training  for  DVH  managers  on  the  psychological 
aspects  of  blindness. 

G.  On-going  low  vision  training  as  the  new  DVH  low 
vision  program  continues  to  grow. 

H.   Computer  training. 

I.   Training  in  counseling  skills. 

J.   Refresher  on  medical  advances. 

K.   Training  for  new  staff  to  work  effectively  within 

the  agency. 
L.   High  tech  (to  help  clients  with  adaptations) . 
M.   Sign  language. 
N.   Home  repair  for  nonvocational  males. 

0.  Time  management. 
P.   Opticon  training. 

Q.   On-going  update  for  rehabilitation  teachers  on 
methods,  materials,  etc. 

2.19  What  was  your  motivation  for  entering  this  field: 

A.  Like  helping  people. 

B.  Teaching  one-to-one. 

C.  Involvement  with  disabilities. 

D.  Internship  at  VRCB. 

E.  Job  open  and  could  do  the  work. 

F.  Background  in  education;  experienced  with  blind 
children. 

G.  Enjoy  teaching. 

H.  Association  with  former  DVH  supervisor. 

1.  Wife  and  father  have  vision  problems. 
J.  Background  in  psychology  and  research. 
K.  Wanted  to  teach  blind  people. 

L.   General  interest  in  the  visually  handicapped. 
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APPENDIX  III 
ON-SITE  INTERVIEW  SUMMARY 

VOCATIONAL  REHABILITATION  COUNSELING 

(Note:    Categories  of  service  have  been  listed  according  to 
frequency  of  response) . 

1.1  What  are  the  major  activities  of  your  job: 

A.  Physical  restoration;  counseling. 

B.  Client  assessment  and  eligibility  determination; 
coordination  of  DVH  services;  information  and 
referral. 

C.  Purchase  of  equipment. 

D.  Low  vision  services;  service  plan  development. 

1.2  Of  the  services  that  you  deliver,  which  do  you  provide: 

Most  frequently:   Physical  restoration. 
Least  frequently:   Referral  for  ILC  services;  referral 
to  community  resources. 

1.3  Of  the  services  you  provide,  which  do  you  feel  is: 

Most  beneficial:   Physical  restoration;  referral  to 

DVH  services. 
Least  beneficial:   Service  plan  development. 

1.4  How  satisfied  are  you  with  your  current  job  assignment: 

Very  satisfied;   satisfied;   somewhat  satsified; 

Very  unsatisfied. 
COMMENTS:  1.   Too  many  supervisors,  "top  heavy"  with 

administration.   DVH  is  going  in  the  wrong 
direction  trying  to  take  homemakers  away 
from  counselors.   Could  result  in  no 
advocacy  for  nonvocational  homemakers. 

2.  Would  like  to  leave  DVH  because  of  agency 
attitude  and  bureaucracy. 

3.  Case  load  is  too  large.   No  volunteer 
readers  or  drivers  (vh  professionls) . 

2.1  Estimate  the  number  of  hours  spent  on  each  of  the  following: 
(NOTE:   figures  are  based  on  responses  from  six  Regional 
offices) . 

A.  Face  to  face  contact  with  clients:  10-2  0  hours; 
18-20  hours;   20-28  hours;  18-22  hours;  17-20 
hours;  20  hours. 

B.  Office  work/paper  work:   12-20  hours;  16  hours; 
15-20  hours;  10-18  hours;  15-20  hours;  30  hours. 

C.  Meetings/special  assignments:   2-8  hours;  4  hours; 
2-5  hours;  2-3  hours;  1-1/2-3  hours;  1-5  hours. 
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2.2  Is  the  time  estimate  that  you  have  listed  in  item  2.1  spent 
most  efficiently: 

No  (majority) ;   yes. 

Comments:   1.   No:  because  of  paper  work;  computers 
would  be  more  efficient. 

2.  Yes:  given  the  system  in  which  we  work. 

3.  No:  more  time  could  be  spent  with  or  in 
behalf  of  clients. 

4.  No:  must  be  in  the  office  three  days 
per  week  leaving  two  days  for  the 
field.   Client  needs  often  require  a 
different  distribution  of  counselors 
time. 

5.  No:  rural  case  loads  preclude  an 
efficient  use  of  time.   Paper  work  must 
be  reduced. 

6.  No:  top  much  bureaucracy;  paper  work 
cuts  down  on  client  contact  time. 

7.  No:  lack  of  volunteers  and  staff 
support  for  visually  handicapped 
staff  members. 

2.3  Where  do  the  majority  of  your  referrals  come  from: 

A.   Intake;   B.   Ophthalmologists;   C.  Social  Security; 
D.   Families;   E.   Local  medical  centers  and  eye  clinics: 
F.   Other  clinics;   G.   Word  of  mouth. 

2.4   Do  you  do  case  findings: 

Yes  (majority) ;   No  (occasionally) 

COMMENTS:   1.   Yes;  have  established  a  network  of  county 
resources. 
2  .   Yes ;  through  community  contacts ,  would 
like  to  do  more. 

3.  Yes;  through  client  referral  and  meetings 
with  community  based  agencies. 

4.  No;  not  a  requirement  of  the  job. 

5.  Yes;  through  community  based  presentations 
and  in-service  training  programs,  etc. 

6.  Yes;  with  physical  restoration  contacts. 

7.  Yes;  through  contacts  in  eye  clinics  of 
medical  centers. 


2 . 5  Thinking  of  the  various  services  offered  to  nonvocational 
clients  by  DVH,  do  think  that  they  are.  on  the  whole, 
getting  better  or  getting  worse  compared  with: 

A.  Five  years  ago:  better,  same,  worse 

B.  One  year  ago:    worse,  same 

C.  Six  months  ago:  better,  same,  worse 

2.6  Which  service  is  getting; 

A.   Better:   low  vision  service 

COMMENTS:   1.   RT  and  VRC  services  are  consistently 

AMERICA  ;  -: 
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B.   Worse: 
COMMENTS : 


good. 

2 .  Can  now  pay  for  low  vision  examinations 
regardless  of  financial  status. 

3.  Overall  services  have  improved  since 
the  public,  etal  have  been  aware  of  the 
fact  that  vision  loss  is  a  frequent 
occurrence  in  the  aging  process. 

4.  More  services  have  been  made  available 
over  the  past  five  years. 

5.  O&M  service:   nonvocational  population 
was  previously  underserved,  no  longer 
the  case. 

6.  Quality  of  personnel  in  the  O&M  and  RT 
areas  is  superb. 

7.  Low  vision  services  have  been  revamped 
with  RTs  taking  over  a  previously 
hazardous  program. 

8.  RTs  and  VR  Counselors  are  better 
coordinated. 

9.  Adding  the  ILC  Coordinator  has  improved 
service  to  the  multi-handicapped. 

10.   Improved  surgical  procedures  has  resulted 
in  more  people  regaining  vision: 
None  in  particular. 

1.  Size  of  case  loads  and  time  restraints 
impede  good  service  delivery. 

2.  Direct  service  contact  is  decreased, 
counselors  cannot  provide  good  service 
due  to  too  much  paper  work,  not  enough 
staff. 


A. 


B, 


2.7   Has  there  been  a  difference  in  the  amount  or  kind  of  service 
for: 

Men  compared  with  women: 

1.  Women  dominate  the  case  load. 

2 .  Older  men  receive  less  service  due  to 
eligibility  requirements  for  homemaker 
service. 

Aging  with  vision  loss  compared  with 
mult-handicapped/visually  handicapped : 

1.  Less  service  for  aging  with  vision  loss 
because  of  "order  of  selection"  and 
eligibility  requirements  for  homemaker 
service. 

2.  The  number  of  multi-handicapped/visually 
handicapped  has  been  reduced  to  some 
degree  because  of  physical  restoration 
services. 

3.  Multi-handicapped/visually  handicapped 
are  getting  more  attention  due  to 
"political"  reaction.   Aging  with  vision 
loss  don't  have  the  same  degree  of 
advocacy. 
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C.   Adults  without  vocational  goal  that  are  neither 
aging  or  multi-handicapped: 

1.  This  population  usually  falls  between  the 
cracks . 

2.  There  is  little  time  to  work  with  this 
group . 

2.8   In  your  opinion,  what  have  been  the  strengths,  weakness,  or 
flaws  of  the  present  DVH  service  program  for  nonvocational 
clients: 

A.   Strengths: 

1.  Cooperation  and  coordination  of  services 
within  Regional  Offices. 

2.  Use  of  community  based  resources. 

3.  In-service  training  opportunities. 

4 .  Keeping  cases  open  over  longer  periods 
of  time. 

5.  Availability  and  flexibility  of  DVH 
services. 

6.  VRCB,  ILC,  and  low  vision  services. 

7.  A  concerned  staff. 

8.  DVH  offers  a  variety  of  services. 

9.  Physical  restoration  services. 

10.   Interdisciplinary  approach  to  service. 
B.   Weaknesses: 

1.  Paper  work. 

2.  Slowness  of  service  delivery. 

3.  Eligibility  requirements  for  homemaker 
service. 

4.  Increased  case  load  restricts  time  to 
provide  adequate  service.  Additional 
demands  are  being  put  on  staff. 

5.  Explosion  of  service  areas  has  weakened 
staff  effectiveness. 

6.  Lapse  of  time  between  intake  and  contact/ 
service  delivery. 

7.  Not  enough  RT  funding  to  purchase 
equipment. 

8.  Continuing  lack  of  O&M  services  for  the 
nonvocational  client. 

9.  Insufficient  funds  to  purchase  doctor's 
examinations. 

10.  Size  of  geographical  area  to  be  covered 
cuts  down  on  time  available  to  serve 
clients. 

11.  Need  better  assessment  tools  to  determine 
client  needs. 

12 .  Current  assessment  methodology  misses  too 
many  people. 

13.  The  location  of  the  VRCB. 

14.  Extensive  rehabilitation  work  cannot  be 
done  with  clients  in  the  field. 
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C.   Flaws: 


15.  Multi-handicapped  clients  between 
competitive  employment  and  sheltered 
workshops  receive  no  services. 

16.  Too  much  red  tape. 

17.  Not  enough  funding  re  physical 
restoration  to  offset  "order  of 
selection"  results  in  many  clients  not 
receiving  crucial  service. 

1.  Policies  are  made  in  Headquarter  Office 
without  a  realistic  understanding  of 
field  need. 

2.  Lack  of  technology  to  enhance  job 
performance. 

3 .  Supervision  "top  heavy" .   Need  only  one 
Manager  to  handle  Regional 
responsibilities . 

4.  Inequities  exist  in  grade  levels  re  pay 
scale  for  professional  staff  (counselors 
and  teachers) 

5.  Visually  handicapped  professional  staff 
do  not  have  the  same  opportunity  as 
sighted  peers  to  discharge  work 
responsibilities  due  to  inadequate 
back-up  and  support  service  (readers, 
drivers,  and  clerical  support) . 

2.9   Based  on  your  experience,  what  additional  ways  has  the  DVH 
been  of  help  to  the  visually  handicapped  population  you 
serve: 

A.  Public  awareness  programs. 

B.  Information  to  potential  clients  re  services 
available  through  the  DVH. 

C.  Cooperation  of  DVH  Administration  to  find  in- 
house  funding  to  serve  client  need. 

D.  Advocacy  designed  to  promote  inclusion  of 
visually  handicapped  clients  in  community 
based  facilities  and  services  (Social  Security, 
housing,  etc) . 

2.10.   How  could  the  service  program  be  improved: 

A.  Increase  funding. 

B.  Add  more  staff  and  volunteers  to  Regional  offices. 

C.  Provide  in-house  training  opportunity  for  new 
staff  to  learn  DVH  policies  and  procedures. 

D.  Establish  an  intrastaff  information  network. 

E.  Do  more  to  market  DVH  services. 

F.  Provide  additional  support  services  from  the 
Headquarter  office  for  field  staff. 

G.  Minimize  paper  work. 

H.   Take  steps  necessary  to  eliminate  "order  of 
selection". 
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I.   Computerize  office  operations. 

J.   Change  eligibility  requirements  for  homemaker 

services  for  nonvocational  clients. 
K.   Make  available  in-service  training  for 

counseling  and  psychological  impact  of 

blindness. 
L.   Correct  current  inequities  in  the  pay  scale. 

Grade  9  professionals  (counselors  and  teachers] 

do  more  work  in  the  field  than  grade  10  and  11 

professionals  (education  personnel) . 
M.   Less  supervisory  pressure  on  staff  allow 

workers  more  flexibility  to  do  their  jobs. 

2.11  On  the  average,  do  you  feel  that  clients  using  your 
services  are: 

A.  Much  more  independent  (majority) . 

B.  Somewhat  more  independent 

2.12  Which  of  your  activities  do  you  feel  good  about: 

A.  Counseling. 

B.  Success  in  achieving  client  independence. 

C.  Physical  restoration. 

D.  Low  vision  service;  introduction  to  VRCB 
and  its  benefits;  arranging  for  service; 
experiencing  clients  feeling  good  about 
themselves . 

2.13  How  is  success  defined  in  your  job: 

A.  By  you: 

1.  Client  independence  increased  because 
of  service. 

2.  Personal  satisfaction. 

3.  Professional  performance. 

4.  Helping  clients  reach  new  goals. 

5.  Impact  on  clients  life. 

6.  Helping  people  feel  good  about 
their  self  image  and  ego. 

7.  Client  feed  back. 

B.  By  the  agency: 

1.  Impact  of  services. 

2.  Successful  closures. 

3.  Job  performance  review. 

4.  Statistics. 

2.14.   How  are  you  rewarded  for  achievement: 

A.  Merit  increase 

B.  Recognition  and  encouragement  by  Manager. 

C.  Rapport  with  clients. 

D.  Peer  recognition. 

E.  Pay  check. 

F.  "Employee  of  the  Year"  award. 

G.  Client  feed  back. 

H.   Personal  achievement. 

I.   "Pay  for  performance"  program. 
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COMMENT:   Pay  for  performance  program:   this 
reward  is  not  seen  as  important  by 
the  staff.   It  will  create  morale  problems, 
The  program  is  too  subjective. 

2.15  What  changes  would  you  make  in  program  supervision  that 
would  improve  your  job  performance: 

A.  Counselors  are  over  managed. 

B.  Reassess  85%  closure  rate  requirement  could 
prove  harmful  to  clients. 

C.  Make  time  for  regularly  scheduled  meetings 
with  supervisors  to  discuss  procedures. 

D.  More  involvement  by  supervision  in  field 
work. 

E.  More  feed  back  between  supervisors  and 
staff. 

F.  Supervisors  should  have  higher  level  of  trust 
in  staff. 

G.  There  should  be  more  informal  staffing. 

H.   Supervisors  should  encourage  a  more  equitable 
distribution  of  case  loads. 

I.   Expedite  computer  training  for  staff. 

J.   Diminish  "top  heavy"  administration  in 
Headquarter  office.   Use  resulting  funds 
to  provide  more  services  in  the  field. 

2.16  Are  there  opportunities  for  career  development  in  your 
job: 

A.  DVH  offers  paid  training  opportunities  for 
staff  -  excellent  program. 

B.  Staff  can  take  training  if  funding  is 
available. 

C.  Training  opportunities  made  available  through 
contact  with  fellow  professionals  and 
information  about  legislative  developments. 

D.  There  are  no  career  development  opportunities. 

E.  Very  little. 

2.17  Do  you  have  personal  plans  for  further  education  to: 
increase  current  job  performance;  prepare  for  career 
advancement : 

A.  None  (majority) 

B.  Yes:   1.   Training  in  job  placement.   2.   Sign 
language;  3.   Computer  literacy. 

4 .   Ph . D .  work . 

2 . 18  What  training  could  DVH  provide  that  would  improve  your 
job  performance: 

A.  Orientation  to  DVH  programs  and  policies  for 
new  employees. 

B.  Training  and  working  with  multi-handicapped/ 
visually  handicapped. 

C.  Medical  aspects  of  blindness. 
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D.  Training  and  counseling. 

E.  Training  in  communications:  written,  verbal, 
public  speaking. 

F.  Training  in  orientation. 

G.  Training  in  technology  (emphasis  on  computers) 
to  better  assist  clients  in  understanding 
adaptations. 

H.   Sign  language. 
I.   Time  management. 

2.19  What  was  your  motivation  for  entering  this  field: 

A.  Course  instruction  at  Virginia  Commonwealth 
University  by  DVH  staff. 

B.  Internship  at  DVH. 

C.  Personal/ family  involvement  with  disabilities . 

D.  Work  experience  in  related  disability  areas. 

E.  Education  in  related  fields. 

F.  Searched  for  a  program  that  would  provide 
challenge  and  opportunity  to  serve  people. 

G.  Chance  to  pursue  human  service  work. 
H.   Needed  a  job. 

I.   Former  client. 

J.   Background  in  social  work,  education  and 

home  economics. 
K.   Background  in  counseling  and  psychology. 
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APPENDIX  IV 

ON-SITE  INTERVIEW  SUMMARY 

INDEPENDENT  LIVING  CENTER  SERVICES 

(Note:    Categories  of  service  have  been  listed  according  to 
frequency  of  response) . 

1.1  What  are  the  major  activities  of  your  job: 

A.  Assess  and  evaluate  client  need. 

B.  Refer  to  community  resources. 

C.  Coordinate  client  services;  organize  group 
activities;  purchase  equipment;  counseling 
and  guidance;  develop  an  IRWP;  develop  and 
work  with  peer  counseling  groups. 

D.  Supervise  team  orientated  effort;  purchase 
services  associated  with  a  secondary 
disability;  refer  to  DVH  services;  advocacy. 

1.2  Of  the  services  that  you  deliver,  which  do  you  provide: 

Most  frequently: 

A.  Counseling;  assessment  of  client  need;  purchase 

of  services  associated  with  a  secondary  disability. 
B.   Purchase  equipment;  advocacy. 
Least  frequently: 

A.  Purchase  of  services  associated  with  a 
secondary  disability;  counseling. 

B.  Referral  to  community  resources;  group 
activity. 

1.3  Of  the  services  you  provide,  which  do  you  feel  is: 

Most  beneficial: 

A.   Group  activity;  counseling;  assessment  of 

client  need;  purchase  of  services  associated 
with  a  secondary  disability;  depends  on  clients 
need. 
COMMENT:   Measured  by  impact  on  the  client  enhancement  of 
activity  and  influence  on  daily  life  in  general. 
Least  beneficial: 

A.  Depends  on  clients  need. 

B.  Paper  work  and  procedures  dealing  with  client 
service;  group  activity 

1.4  How  satisfied  are  you  with  your  current  job  assignment: 

A.  Very  satisfied. 

B.  Somewhat  satisfied. 

C.  Satisfied. 

COMMENT:   1.   This  is  an  evolutionary  process;  different 
interpretations  by  different  people  for 
policies  and  projects. 
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• 

2.  The  new  Commissioner  should  open  up 
communication  lines  from  the  field  offices 
to  headquarters. 

3 .  It  is  not  humanly  possible  to  perform 
prescribed  ILC  activity  in  expanded 
territory  and  area  of  responsibility. 
We  are  spread  too  thin  and  doing  things 
administratively  and  not  being  paid  for 
effort. 

4.  The  job  is  too  big;  the  territory  to  large; 
and  too  much  responsibility  for  one  person. 

2.1  (NOTEs   Figures  are  based  on  responses  from  six  regional 
offices) .   Please  estimate  the  number  of  hours  spent  on  each 
of  the  following  activities: 

A.  Face  to  face  contact  with  client:  8  hours;  8 
hours;  20  hours;  15-20  hours;  12  hours;  15-20 
hours . 

B.  Office/paper  work:   24  hours;  20  hours;  16  hours; 
20  hours;  14  hours;  20  hours. 

C.  Meetings/special  assignments:   NA;  12  hours; 
4  hours;  10  hours;  4  hours;  1  hour. 

2.2  Is  the  time  estimate  that  you  have  listed  in  item  2.1  spent 
most  efficiently: 

A.  Yes 

B.  No 

COMMENT:   1.   No:  there  should  be  less  paper  work. 

2.  Yes:  given  the  system  we  have  to  work  with. 

3.  No:  too  much  attention  to  detail. 

4.  No:  too  much  time  spent  on  unnecessary 
paper  work. 

5.  No:  not  in  terms  of  paper  work. 

2.3  Where  do  the  majority  of  your  referrals  come  from: 

A.  Intake 

B.  Ophthalmologists 

C.  Social  workers 

D.  Client  referral 

E.  Community  agencies 

2.4  Do  you  do  case  findings: 

A.  Yes. 

B.  No. 

C.  Occasionally 
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2.5  Thinking  of  the  various  services  offered  to  nonvocational 
clients  by  DVH,  do  you  think  that  they  are,  on  the  whole, 
getting  better  or  getting  worse  compared  with: 

A.  Five  years  ago:  better,  same 

B.  One  year  ago:   same,  better 

C.  Six  months  ago:   better,  same 

2 . 6  Which  service  is  getting  : 

A.  Better:   1.  Orientation  and  mobility. 

2.  Low  vision;  ILC 

B.  Getting  worse:  1.  Nothing  in  particular. 

2.  Orientation  and  mobility;  DVH 

sheltered  work  shops;  low  vision. 
COMMENTS:   1.   Low  vision:  better  than  before;  staff 
better  trained;  clients  are  receiving 
more  services. 
2.   ILC:  has  created  larger  case  load  with 
no  staff  expansion,  looks  good  on 
paper. 

2.7  Has  there  been  a  difference  in  the  amount  or  kind  of  service 
for: 

A.   Men  compared  with  women:   No  (majority) ;   yes 
COMMENT:   1.   No:   Equal  service  provided.   Program  is 

adequately  staffed  to  serve  both  men  and 

women . 

2.  Yes:   There  are  more  women  on  the  case 
load;  more  services  exist  for  women, 
cultural  differences  favor  women. 

3.  Yes:   There  are  more  services  for  women. 
Men  refuse  certain  aspects  of  the  RT 
program. 

B:   Aging  with  vision  loss  compared  with 
multi-handicapped/visually  handicapped : 

1.  The  majority  of  clients  are  aging  with 
vision  loss.   The  younger  group  is 
mentally  retarded. 

2.  There  are  more  services  for  the 
multi-handicapped/visually  handicapped 
because  of  their  greater  need. 

C.   Adults  that  are  neither  aging  or  multi-handicapped 
but  do  receive  nonvocational  services: 

This  group  received  the  lease  amount  of 
service. 
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2.8   In  your  opinion,  what  have  been  the  strengths,  weaknesses, 
or  flaws  of  the  present  DVH  service  program  for 
nonvocational  clients: 

A.  Strengths: 

1.  In  house  DVH  services:  independent  living 
center  services;  vocational  rehabilitation 
counseling;  low  vision  services;  volunteer 
services. 

2.  Specialized  staff  training. 

3.  Flexibility  in  provision  of  services  for 
deaf /blind  persons 

4.  Capacity  to  meet  client  need. 

5.  Variety  of  services  available. 

6.  Quality  of  staff. 

7.  Ability  to  purchase  equipment  for 
multi-handicapped/visually  handicapped . 

8.  Availability  of  home  engineering  re 
home  adaptation. 

B.  Weaknesses: 

1.  Not  enough  RT  staff. 

2.  "Order  of  selection"  regulations. 

3 .  No  O&M  instruction  for  nonvocational 
clients. 

4.  Too  much  work;  not  enough  resources 
(staff,  fiscal)  to  meet  need. 

5.  Excessive  documentation. 

6.  Too  many  meetings  and  studies. 

7.  Not  flexible  enough  to  meet  client 
needs. 

8.  Unmanageable  case  loads. 

9.  Service  territory  too  large. 

10.  Administration  rigid  in  paper  work  and 
working  conditions  policies  and  procedures 
regardless  of  staff  requests  to  the 
contrary . 

11.  No  DVH  consulting  doctor  or  engineer 
available  for  consultation  restricted  to 
outside  approval  vendors. 

12.  Lack  of  awareness  of  client  social 
isolation,  client  poor  health  and  inability 
to  cope  with  living  alone  may  be  better 
suited  to  group  living. 

13.  Need  better  service  planning  (IWRP) .  - 

14.  Could  use  better  case  management. 

15.  Should  be  more  staff ings  when 
interdisciplinary  planning  is  required. 
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C.   Flaws: 

1.   DVH  does  not  recognize  or  provide 

accommodation  for  visually  handicapped 
staff  to  perform  their  work 
responsibilities  in  competition  with 
sighted  peers  (readers,  drivers, 
clerical  support,  and  transcribed 
editions  of  reading  materials) . 

2.9   Based  on  your  experience,  what  additional  ways  has  the  DVH 
been  of  help  to  the  visually  handicapped  population  you 
serve: 

A.  Helps  families  deal  with  visual  impairment. 

B.  Public  awareness  and  public  education. 

C.  Arrange  for  outside  professional  help  with 
secondary  disabilities. 

D.  Nothing  in  particular. 

2.10  How  could  the  service  program  be  improved: 

A.  More  staff  less  paper  work. 

B.  Better  communications;  better  case  coordination. 

C.  Accurate  determination  of  policy. 

Do   Better  working  relations  in  regional  offices. 

E.  Provide  public  information  to  break  down 
misinformation  and  negative  attitudes. 

F.  Add  an  assistant  ILC  coordinator  to  help  with 
volume  of  work. 

G.  Reduce  paper  work. 

2.11  On  the  average,  do  you  feel  that  clients  using  your 
services  are: 

A.  Much  more  independent. 

B.  The  same 

C.  Somewhat  more  independent. 

2.12  Which  of  your  activities  do  you  feel  good  about: 

A.  Working  with  groups. 

B.  Coordinating  services. 

C.  One  to  one  contact  with  clients. 

D.  Successful  conclusion  of  efforts. 

E.  Meeting  client  need. 

F.  All  activities. 

2.13  How  is  success  defined  in  your  job: 

A.   By  you: 

1.  Intrinsic  satisfaction. 

2.  Client  attainment  of  maximum  independence 

3.  Rapport  of  clients  and  families  of  clients 

4.  Client  progress;  involvement  in  client 
adjustment. 

5.  Client  feedback. 
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B.   By  the  Agency: 

1.  Notification  from  headquarters. 

2.  Closures. 

3.  Agency  satisfaction  with  staff  performance 

4.  Meeting  client  need  in  a  timely  manner. 

2.14  How  are  you  rewarded  for  achievement: 

A.  Advancement  in  salary  rating  scale. 

B.  Receive  special  assignments. 

C.  Recognition  from  peers. 

D.  Recognition  from  supervisor. 

E.  Merit  increase. 

F.  Client  appreciation. 

G.  "Pay  for  performance"  program. 

2 . 15  What  changes  would  you  make  in  program  supervision  that 
would  improve  your  job  performance: 

A.  Monthly  meetings  between  ILC  coordinator  and 
peer  staff  on  regional  levels. 

B.  Cut  down  on  flow  of  paper  work. 

C.  Involve  staff  in  decision  making  (paper  work, 
policies,  procedures) . 

D.  Clarify  policies  and  procedures  affecting 
the  ILC  program  implementation. 

2.16  Are  there  opportunities  for  career  development  in  your  job: 

A.  Can  take  advantage  of  any  training  related  to 
population  being  served. 

B.  Yes:  in-service  training. 

C.  Yes:  DVH  training  funds  are  assigned  to  each 
staff  person. 

D.  DVH  encourages  participation  in  work  shops  and 
conferences. 

2.17  Do  you  have  personal  plans  for  further  education  to: 
improve  current  job  performance  or  prepare  for  career 
advancement : 

A.  Training  and  working  with  the  deaf/blind  (Helen 
Keller  National  Center) . 

B.  Computer  technology. 

C.  Vision  teacher  training. 

D.  In  house  orientation  and  mobility  training. 

2 . 18  What  training  could  DVH  provide  that  would  improve  your 
job  performance: 

A.  In-service  training  on  deafness  (needs  specialist 
in  each  office  to  determine  meaningful  equipment)  . 

B.  Need  local  source  for  repair  of  equipment  used 
with  the  deaf. 

C.  Need  a  resource  director  for  deaf /blind  equipment, 

D.  Technology 

E.  In-service  training  for  managers  at  quarterly 
meetings. 
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F.  Working  with  multi-handicapped/visually 
handicapped. 

G.  Deaf /blind  awareness. 

2.19  What  was  your  motivation  for  entering  this  field: 

A.  Father  was  visually  impaired  diabetic. 

B.  A  blind  neighbor. 

C.  Career  advancement. 

D.  More  challenging  position. 

E.  Something  new  and  different. 

F.  A  way  of  working  with  blind  and  visually 
impaired. 
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APPENDIX  V 
ON-SITE  INTERVIEW  SUMMARY 
ORIENTATION  AND  MOBILITY 

(NOTE:   Categories  of  service  have  been  listed  according  to 
frequency  of  response) . 

1.1  What  are  the  major  activities  of  your  job: 

A.  Teaching  orientation  and  mobility. 

B.  Low  vision  counseling,  evaluation,  and  follow  up. 

C.  Referral  to  other  resources. 

COMMENT:  1.  Normally  no  O&M  service  is  available  to  non 
VR  clients  unless  there  is  a  "greater  need" 
2 .  VR  opens  cases  for  evaluation  then  closes 
cases  re  not  eligible  for  VR  service.   Non 
VR  clients  have  O&M  paper  work  initiated. 

1.2  Of  the  services  that  you  deliver,  which  do  you  provide: 

Most  frequently: 

A.  Orientation  and  mobility  instruction. 

B.  Low  vision  service. 
Least  frequently: 

A.  Low  vision  service. 

B.  Mass  transit. 

1.3  Of  the  services  you  provide,  which  do  you  feel  is: 

Most  beneficial: 

A.  Cane  skills. 

B.  Orientation  and  mobility  instruction. 

C.  Low  vision  evaluation;  sighted  guide  technique. 
COMMENT:   1.   O&M:  allows  for  independence  that  is  the 

right  of  every  visually  handicapped 
individual . 

2.  O&M:   helps  individual  become 
independent  -  opens  doors. 

3.  Cane  skills:  permits  safe  and  independent 
mobility. 

4.  Sighted  guide  technique:  working  with 
elderly  in  homes  and  community  centers 
for  the  aging. 

Least  beneficial: 

A.  Issuing  replacement  canes. 

B.  Mass  transit. 

C.  Depends  on  the  individual. 

1.4  How  satisfied  are  you  with  your  current  job  assignment: 

A.  Very  satisfied. 

B.  Somewhat  unsatisfied. 
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2 . 1  Please  estimate  the  number  of  hours  spent  on  each  of  the 
following  activities:   (Figures  are  based  on  responses  from 
six  Regional  offices) . 

A.  Face  to  face  contact  with  client:   24  hours; 
10  hours;  15-20  hours;  20  -24  hours;  28 
hours;  20-24  hours. 

B.  Office/paper  work:   12  hours;  6  hours;  3  hours; 
4  hours;  8  hours;  8  hours. 

C.  Meetings/ special  assignments:   NA;  4  hours; 
2  hours;  1  hour;  1  hour;  4  hours. 

2.2  Is  the  time  estimate  that  you  have  listed  in  item  2.1  spent 
most  efficiently: 

A.  Yes  (majority) . 

B.  No 

COMMENT:   1.  Much  of  the  meeting  time  could  be  taken  care 
of  via  memo. 

2.3  Where  do  the  majority  of  your  referrals  come  from: 

A.  VRC,  RT 

B.  ILC 

C.  Intake 

2.4  Do  you  do  case  findings: 

A.  No  (majority) . 

B.  Occasionally. 

C.  Yes. 

2 . 5  Thinking  of  the  various  services  offered  to  nonvocational 
clients  by  DVH,  do  you  think  that  they  are,  on  the  whole, 
getting  better  or  getting  worse  compared  with: 

A.  Five  years  ago:   better,  worse,  same. 

B.  One  year  ago:   better,  same,  worse. 

C.  Six  months  ago:   better,  same 

2.6  Which  service  is  getting: 

A.  Better: 

1.  Documentation 

2.  ILC;  O&M 

COMMENT:   a.   In  three  offices  O&M,  ILC  and  RT  staff 
have  increased. 

b.  There  has  been  an  increase  in 
professionalism  and  new  staff. 

c.  Documentation:   if  cases  are  well 
documented,  all  else  is  unimportant. 

d.  O&M:  because  of  new  positions  work  will 
be  done  with  non  VR  clients. 

B.  Getting  worse: 

1.  No  O&M  currently  available  for  other 
than  "homemaker" . 

2.  Paper  work. 
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3.  Too  much  client  time  involved  in 
counseling. 

4.  RT  services  are  not  good 

5.  Counseling  is  poor. 

2.7  Has  there  been  a  difference  in  the  amount  or  kind  of  service 
for: 

A.  Men  compared  with  women:    No. 

B.  Aging  with  vision  loss  compared  with  multi- 
handicapped/visually  handicapped : 

1.  Aging  gets  less  service. 

2.  Basic  O&M  service  available  for  both  since 
they  both  lack  VR  goals. 

3 .  Multi-handicapped  may  receive  less  service 
due  to  difficulty  in  meeting  needs  of  aging 
with  vision  loss. 

C.  Adults  that  are  neither  aging  or  multi-handicapped 
but  do  receive  nonvocational  services: 

1.   VR  clients  priority.   Strategic  plan  misses 
clients  -  field  placement  number  one 
childrens  services  number  two. 

2.8  In  your  opinion,  what  have  been  the  strengths,  weaknesses, 
or  flaws  of  the  present  DVH  service  program  for 
nonvocational  clients: 

A.  Strengths: 

1.  Staff  communication. 

2.  Homemaker  status  through  VR  can  receive 
more  services  than  through  RT. 

3.  ILC 

4.  New  O&M  positions. 

5 .  None 

B.  Weaknesses: 

1.  Non  VR  clients  last  on  priority  list. 

2.  Team  staff ings  not  done  regularly. 

3.  RTs  burdened  with  low  vision  service 
follow-up. 

4.  Do  not  have  sufficient  staff  and  funding. 

5.  Program  structure  cut  back  on  low  vision 
involvement . 

6.  There  is  no  effective  service  delivery 
system  for  non  VR  clients  -  "eligibility 
for  homemaker  services"  and  "order  of 
selection" . 

C.  Flaws: 

1.  MR  and  psychological  services  inadequate  in 
nursing  homes,  senior  centers,  etc.   Need 
for  more  RT,  O&M,  and  low  vision.   Visually 
handicapped  patients  are  screened  for 
visual  impairment. 

2.  No  O&M  service  for  non  VR  clients. 

3.  Staff  reductions. 

4.  Inadequate  RT  and  OT  services.   There  is  a 
big  push  for  closures. 
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2.9   Based  on  your  experience,  what  additional  ways  has  the  DVH 
been  of  help  to  the  visually  handicapped  population  you 
serve: 

A.  Developed  good  charitable  contacts  to  pay  for  non 
VR  services  where  funding  is  not  available  through 
DVH. 

B.  Public  awareness  and  orientation  of  families  and 
friends. 

C.  Work  with  community  resources  re  better  mass 
transit. 

D.  Advocacy. 

2.10  How  could  the  service  program  be  improved: 

A.  Better  low  vision  evaluation  and  assessment. 

B.  Improve  information  and  use  of  low  vision  aids. 

C.  More  non  VR  (homemaker)  services. 

D.  More  personal  adjustment  counseling. 

E.  Less  emphasis  on  "categorical"  service,  merge 
all  budgets  and  serve  everyone. 

F.  Professionally  trained  RT  staff. 

G.  Work  with  mixed  O&M  case  loads  -  VR  and  non  VR. 

2.11  On  the  average,  do  you  feel  that  clients  using  your 
services  are: 

A.  Somewhat  more  independent. 

B.  NA 

C.  Much  more  independent. 

COMMENT:   1.   Have  better  skills,  have  trouble  using 
them. 

2.  Much  more  competent  than  O&M  skills 
would  indicate. 

3.  Initiate  work,  don't  go  through  full 
training  period. 

2.12  Which  of  your  activities  do  you  feel  good  about: 

A.  Teaching  independent  mobility. 

B.  Everything 

C.  Seeing  increase  in  positive  family  member 
attitude  toward  blind  person. 

D.  Being  able  to  motivate  client. 

E.  Low  vision  services. 

F.  Teaching  the  immobile  to  be  mobile. 

2.13  How  is  success  defined  in  your  job: 

A.   By  you: 

1.  Quality  training  job  in  O&M. 

2.  Increasing  clients  independence. 

3 .  Teaching  safety  and  independent  travel 
skills. 

4.  Helping  client  reach  mutually  established 
goals. 

5.  Job  performance. 

6.  Fostering  improved  attitudes  about 
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blindness  during  instruction. 

B.   By  the  Agency: 

1.  Completing  prescribed  number  of  client 
lessons  during  a  preset  time  frame. 

2.  Client  complaints. 

3.  Statistics. 

4.  Number  of  closures. 

5.  Maintenance  of  paper  work. 

2.14  How  are  you  rewarded  for  achievement: 

A.  Client  appreciation. 

B.  "Pay  for  performance"  program. 

C.  Self  satisfaction. 

D.  Salary;  bonus  for  good  work. 

E.  Peer  recognition. 

F.  Performance  evaluation. 

2 . 15  What  changes  would  you  make  in  program  supervision  that 
would  improve  your  job  performance: 

A.  Don't  know  what  they  could  do  to  make  me  a  better 
teacher. 

B.  Need  "morale  booster".   There  should  be  a  change 
in  Agency  philosophy. 

C.  Treat  staff  more  like  professionals  than  assembly 
line  workers. 

D.  Show  more  concern  about  quality  of  work  rather  than 
paper  work. 

E.  Administration  should  come  from  generic  settings 
reflecting  secondary  disabilities  such  as: 
geriatric  professionals  to  work  with  aging  with 
vision  loss. 

2c 16  Are  there  opportunities  for  career  development  in  your  job: 
Yes  (majority) 

COMMENTS:   1.   Opportunities  available  to  attend 
outside  meetings,  etc. 

2.   DVH  funds  training  for  staff 
development. 

2.17   Do  you  have  personal  plans  for  further  education  to: 
improve  current  job  performance  or  prepare  for  career 
advancement : 

A.  Courses  toward  dual  certification,  could  result  in 
considerable  salary  increase. 

B.  Classes  related  to  professional  development,  in- 
service  training. 

C.  Unless  there  is  a  job  change,  there  are  no  benefits 
for  further  education. 
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2.18  What  training  could  DVh  provide  that  would  improve  your  job 
performance: 

A.  Social  interaction. 

B.  Guidance  and  counseling. 

C.  Electronic  travel  aids. 

D.  Sign  language. 

E.  CPR 

F.  Computer  training. 

2.19  What  was  your  motivation  for  entering  this  field: 

A.  The  Helen  Keller  Story. 

B.  The  possibility  of  O&M  courses  at  Western  Michigan 
University. 

C.  Likes  working  alone  and  outdoors,  read  about 
Peripotology  in  high  school. 

D.  Looking  for  job  with  a  special  future. 

E.  Liked  one  on  one  opportunity  for  teaching. 

F.  Wanted  a  career  change,  decided  to  work  with 
the  visually  handicapped. 
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APPENDIX  VI 
ON-SITE  INTERVIEW  SUMMARY 
REGIONAL  OFFICE  MANAGERS 

(NOTE:    Categories  of  service  have  been  listed  according  to 
frequency  of  response) 

1.1  What  are  the  major  activities  of  your  job: 

A.  Supervise  field  staff. 

B.  Public  relations. 

C.  Conduct/ attend  meetings;  review  cases. 

D.  Approve  service  plans;  federal  compliance 
reporting;  staff  training;  policy  interpretation. 

E.  Resolve  emergency  problems. 

F.  Personnel  evaluation;  quality  control;  recruit 
staff. 

1.2  Of  the  services  that  you  deliver,  which  do  you  provide: 
Most  frequently: 

A.  Review  cases;  policy  interpretation. 

B.  Staff  supervision;  staff  training. 
Least  frequently: 

A.   Community  involvement;  physical  plant 
arrangement;  public  relations. 

1.3  Of  the  services  you  provide,  which  do  you  feel  is: 
Most  beneficial: 

A.  Information  and  direction  to  staff. 

B.  Policy  interpretation;  staff  supervision. 
COMMENT:   1.   The  real  nature  of  human  service  is  to  help 

the  client  gain  perspective  about  how  the 
system  plays  out  -  need  to  know  strengths 
and  weaknesses. 

2.  Public  relations  helps  to  inform  the  public 
and  clients  of  services. 

3.  Our  job  is  to  help  the  staff  work  with  the 
clients. 

4.  To  assure  clients  that  what  they  are  getting 
is  rightfully  theirs. 

Least  beneficial: 

A.  Depends  on  client  need. 

B.  Response  to  extreme  routine  requests;  managements 
lack  of  appropriate  response  time. 

COMMENT:   1.   Find  meetings  to  be  too  frequent  and  time 
consuming. 
2 .   Day  to  day  management  of  the  office  and  paper 
work  takes  away  from  the  more  important 
aspects  of  the  job. 
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1.4 


2.1 


How  satisfied  are  you  with  your  current  job  assignment: 

A.  Somewhat  satisfied. 

B.  Very  satisfied. 

COMMENTS:   1.   Distance  from  the  central  office  allows 

flexibility.   Have  input  into  policy.  Pay 
satisfactory  for  area  but  not  comparable 
to  industry. 
2.   Ideal  program  to  supervise.   Takes  a  lot  to 
do  the  job  and  do  it  well. 

Estimate  the  number  of  hours  spent  on  each  of  the  following: 
(NOTE:   Figures  are  based  on  responses  from  six  regional 
offices) . 

A.  Face  to  face  client  contact:  2  hours;  8  hours  and 
2  to  3  hours  (assistant  manager) ;  2  hours;  9  hours 
and  4  hours  (assistant  manager) ;  2  hours;  4  hours. 

B.  Office/paper  work:   20  hours;  20  hours  and  27  hours 
(assistant  manager) ;  27  and  24  hours  (assistant 
manager) ;  30  hours;  20  hours;  24  hours. 

C.  Meetings  and  special  assignments:  8  hours;  8  hours 
and  4  hours  (assistant  manager) ;  10  hours;  5  hours 
and  12  hours  (assistant  manager) ;  8  hours;  6  hours. 


2.2 


Is  the  time  estimate  that  you  have  listed  in  item  2.1 
most  efficiently: 


spent 


A. 

Yes 

B. 

No 

COMMENT : 

1. 

2. 

Some  meetings  are  not  always  time  well  spent. 

No:   Bias  for  getting  services  to  people 

should  be  more  face  to  face  direct  service; 

paper  work  is  a  burden  for  the  visually 

handicapped  staff. 

Yes:   Would  like  more  time  with  people  and 

less  with  paper  work. 

Yes:   A  time  study  would  be  appropriate. 

Yes:   Not  the  most  appropriate  use  of  time  but 

it  is  the  most  efficient. 


2.3  Where  do  the  majority  of  your  referrals  come  from: 

A.  Ophthalmologists 

B.  Community  agencies;  family  and  friends. 

C.  Low  vision  examinations;  direct  client  calls 

2.4  Do  you  do  case  findings: 

A.  No. 

B.  Occasionally. 

C.  Yes. 
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2 . 5  Thinking  of  the  various  services  offered  to  nonvocational 
clients  by  DVH,  do  you  think  that  they  are,  on  the  whole, 
getting  better  or  getting  worse  compared  to: 

A.  Five  years  ago:   better 

B.  One  year  ago:    better,  same 

C.  Six  months  ago:   the  same,  better 

2.6  Which  service  is  getting: 

A.  Better:   Low  vision;  orientation  and  mobility; 
rehabilitation  teaching. 

B.  Worse:   Orientation  and  mobility. 

COMMENT:   Orientation  and  mobility:  cannot  find  people  to 
come  into  the  field  (rural  region) .   Influence 
from  Headquarter  office  would  be  useful. 

2.7  Has  there  been  a  difference  in  the  amount  or  kind  of  service 
for: 

A.  Men  compared  with  women:   No 

B.  Aging  with  vision  loss  compared  to  multi- 
handicapped/visually  handicapped : 

1.  Equal  services 

2.  No:   seeing  more  functional  aging  and  multi- 
handicapped  clients.   Services  will  improve. 

3.  There  are  more  multi-handicapped  than  aging. 
The  infusion  of  ILC  funds  has  been  tremendous. 

4.  Yes:  aging  with  vision  loss  are  receiving  more 
services  since  the  staff  feels  inadequately 
trained  to  work  with  multi-handicapped.   This 
population  is  generally  viewed  as  not  capable 
of  handling  equipment,  consequently  services 
are  reduced  to  counseling  and  consultation. 

5.  Yes:  aging  receiving  less  services  due  to 
"order  of  selection";  the  multi-handicapped 
seem  to  get  all  they  want. 

C.  Adults  without  vocational  goal  that  are  neither 
aging  nor  multi-handicapped: 

1.  Equal  services.   There  are  not  as  many  clients 
in  this  category. 

2.  There  are  so  few  of  this  group  that  they  can 
usually  be  "slotted"  in.   They  have  no 
particular  gain  in  service. 

3.  Yes:  this  individual  is  more  typically  an  RT 
client.   Staff  feels  more  comfortable  working 
with  this  group.   We  cannot  get  some  of  the 
equipment  to  this  group  that  the  multi- 
handicapped  get  through  ILC. 

4.  Usually  served  by  the  rehabilitation  teacher. 
RT's  are  overloaded  with  low  vision  clients, 
cannot  give  time  necessary  to  other  groups. 
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2.8   In  your  opinion, what  have  been  the  strengths,  weaknesses,  or 
flaws  of  the  present  DVH  service  program  for  nonvocational 
clients: 

A.  Strengths: 

1.  Provide  services  to  non  VR  clients  (homemaker, 
physical  restoration,  rehabilitation  teaching, 
orientation  and  mobility) . 

2.  Make  available  non  VR  services  in  adult  homes, 
nursing  homes,  day  care  centers,  etc. 

3.  New  directions  and  funding  to  serve  non  VR 
clients. 

4.  The  agency  has  sufficient  funding  for  services; 
well  staffed. 

5.  Desire  of  DVH  to  meet  needs  of  the  non  VR 
client. 

6.  Innovative  attitudes. 

7.  Staff  dedication. 

B.  Weaknesses: 

1.  Multi-handicapped/visually  impaired  not 
eligible  for  ILC  services.   Forced  to  rely  upon 
RT. 

2.  Orientation  and  mobility  needs  of  non  VR 
clients  are  not  being  met. 

3.  Over  emphasis  on  VR  services  to  the  detriment 
of  other  groups. 

4.  Failure  to  provide  comprehensive  and  ongoing 
staff  training. 

5.  Isolated  instances  of  entrenchment  in  certain 
types  of  service  delivery  techniques. 

6.  Program  development  unit  and  the  regional 
manager  system  should  be  more  synchronized. 

7.  Additional  classified  RT  positions  needed. 

8.  Increase  in  paper  work. 

9.  Salary  grade  levels  for  RT,  O&M,  VRC  (grade  9) 
less  than  for  education  personnel  (grade  10) . 

10.   Not  enough  man  power  hours  for  VRC  to  counsel 
and  work  with  clients  in  the  field. 
C.   Flaws: 

1.  No  source  of  funding  for  equipment  needed  by 
non  VR  clients  other  than  those  already  covered 
by  existing  programs  such  as  ILC. 

2.  Insufficient  access  to  technology. 

3.  Lack  of  staff  training  and  counseling  in  family 
dynamics . 

4.  Lack  of  services  to  multi-handicapped/visually 
handicapped  individuals. 
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2.9  Based  on  your  experience,  what  additional  ways  has  the  DVH 
been  of  help  to  the  visually  handicapped  population  you 
serve: 

A.  Availability  of  volunteer  services. 

B.  Public  relations. 

C.  Public  education  and  public  awareness. 

D.  DVH  willingness  to  evaluate  programs. 

E .  Advocacy . 

F.  Permitting  staff  to  advocate  for  services  for  blind 
and  visually  impaired. 

2.10  How  could  the  service  program  be  improved: 

A.  Eliminate  unnecessary  documentation  to  free  up  staff 
time  to  provide  more  service. 

B.  Make  available  more  time  for  managers  to  be  with 
staff  in  the  field. 

C.  Increase  staff. 

D.  Reduce  paper  work. 

E.  Develop  a  comprehensive  outreach  program. 

F.  Clarify  guidelines  for  orientation  and  mobility 
services. 

G.  Develop  a  stronger  policy  regarding  mandated  RT 
services  for  multi-handicapped/visually  handicapped. 

H.   Decrease  paper  work  for  rehabilitation  teachers; 

have  low  vision  services  done  by  others  in  addition 

to  RTs. 
I.   Provide  more  funding  for  physical  restoration 

services. 

2.11  On  the  average,  do  you  feel  that  clients  using  your 
services  are: 

A.  Much  more  independent. 

B.  Somewhat  more  independent. 

C.  The  same. 

2.12  Which  of  your  activities  do  you  feel  good  about: 

A.  Ability  to  relate  to  staff  on  every  day  issues. 

B.  Support  to  staff  and  clients. 

C.  RT  and  ILC  services. 

D.  Technical  assistance  to  staff. 

E.  Making  sure  policies  and  procedures  are  adhered  to. 

2.13  How  is  success  defined  in  your  job: 
A.   By  You: 

1.  When  clients  receive  service  appropriate  to 
their  need. 

2.  When  clients  are  better  off  than  they  were 
before  services  were  received. 

3.  Number  of  compliments  received. 

4.  Evidence  that  quality  of  life  has  been 
improved . 

5.  Being  able  to  meet  client  need. 

6.  Doing  quality  work. 
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7.   Headquarter  office  recognition  of  work. 
B.   By  the  Agency: 

1.  Number  of  client  complaints. 

2.  Successful  closures. 

3.  Quality  and  quantity  of  paper  work. 

4.  Meeting  performance  standards. 

2.14  How  are  you  rewarded  for  achievement: 

A.  Merit  increase 

B.  "Exceptional  employee"  award. 

C.  "Pay  for  performance"  program. 

D.  Feedback  from  immediate  supervisor. 

E.  Receive  special  assignments. 

F.  Client  feedback. 

2 . 15  What  changes  would  you  make  in  program  supervision  that 
would  improve  your  job  performance: 

A.  Mid-management  needs  more  training.   Formal 
instruction  in  the  performance  of  job 
responsibilities  does  not  exist. 

B.  Give  staff  more  autonomy. 

C.  Where  appropriate,  change  physical  work 
environment  to  enhance  efficient  work  performance. 

D.  Should  be  more  input  from  managers  in  the  field  in 
the  development  of  policies  and  procedures.   This 
step  would  encourage  more  effective  implementation 
of  program. 

2.16  Are  there  opportunities  for  career  development  in  your  job 

A.  Yes  (greater  majority) . 

B.  Some. 

COMMENT:   1.   Yes:  DVH  encourages  participation  in  courses 
and  conferences  that  effect  supervision, 
administration,  and  program  development. 
2.   Yes:  DVH  is  flexible;  promotes  staff 

development;  money  and  opportunity  exists 
for  training  -  must  go  after  it. 

2.17  Do  you  have  personal  plans  for  further  education  to: 
improve  your  current  job  performance  or  prepare  for  career 
advancement : 

A.  No  (greater  majority) . 

B.  Yes,  keep  up  teaching  certification. 

2 . 18  What  training  could  DVH  provide  that  would  improve  your 
job  performance: 

A.  Management  concepts;  working  more  effectively  with 
people. 

B.  Supervisory  and  leadership  training. 

C.  Management  skill  training. 

D.  None  at  this  time. 
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2.19  What  was  your  motivation  for  entering  this  field: 

A.  Needed  a  job  on  graduation  from  college. 

B.  Possessed  a  Virginia  Commonwealth  University  (VCU) 
Masters  in  vocational  rehabilitation  counseling. 

C.  Exposure  to  professionals  in  the  field. 

D.  Formerly  taught  mentally  retarded  and  visually 
handicapped. 

E.  Desire  to  work  in  human  services. 

F.  Personal  experience  with  vision  loss. 
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APPENDIX  VII 
VIRGINIA  REHABILITATION  CENTER  FOR  THE  BLIND 

ON-SITE  STAFF  INTERVIEW 

VISUALLY  HANDICAPPED  INSTRUCTORS 

1.1  What  are  the  major  activities  of  your  job: 

A.  Client  evaluation. 

B.  Teaching  -  arts  and  crafts,  switchboard,  computer 
operation. 

C.  Coordinate  Center  recreation  program  and  community 
activities. 

D.  Evaluate  and  teach  personal  home  management  and 
activities  of  daily  living. 

E.  Keep  inventory  of  community  equipment  and  conduct 
family  tours. 

1.2  Of  the  services  that  you  deliver,  which  do  you  provide 

A.  Most  frequently: 

1.  Teaching  clients 

2.  Instruction  in  hand  writing  and  ADL. 

B.  Least  frequently: 

1.  Attending  non  Center  based  meetings. 

2.  Teaching  switchboard,  computer  access  and 
sex  education. 

1.3  Of  the  services  you  provide,  which  do  you  feel  is 

A.  Most  beneficial: 

1.  Typing  instruction. 

2 .  Providing  information  to  enhance  Independent 
Living. 

3.  Teaching  skills  that  can  be  readily  adapted 
at  home. 

B.  Least  Beneficial: 

1.  Writing  reports  not  read  or  used  to  their 
advantage . 

2.  Teaching  computer  skills  (too  expensive  to 
own)  . 

3.  Recreation. 

1.4  How  satisfied  are  you  with  your  current  job  assignment: 
Very  satisfied. 

2 . 1  Please  estimate  the  number  of  hours  spent  on  each  of  the 
following  activities: 

A.  Face  to  face  contact  with  clients:   3  0  hours; 
30  hours;  30  hours;  30  hours;  32  hours. 

B.  Office  work/paper  work:   4  hours;  6  hours; 
5  hours;  4  hours;  4  hours. 

C.  Meetings/ special  assignments:   6  hours,  4  hours; 
5  hours;  6  hours;  4  hours. 
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2.2  Is  the  time  estimate  that  you  listed  in  item  2.1  spent 
efficiently: 

Yes 

COMMENT:   Would  like  to  have  schedule  planned  re 

specific  hours  for  planning  and  class 

preparation. 

2.3  Where  do  the  majority  of  your  referrals  come  from: 

VRCB  intake  and  field  staff. 

2.4  Do  you  feel  VRCB  receives  enough  referrals: 

Yes     No 

COMMENT:   1.  Especially  with  older  population,  more 
would  come  if  they  knew  about  our 
service. 

2.  Referrals  are  inconsistent,  one-third 
of  trainees  are  multi-handicapped. 

3.  See  more  multi-handicapped  clients  re 
insufficient  time  for  field  staff  to 
work  with  multi-handicapped. 

2 . 5  Thinking  of  the  various  services  offered  to  nonvocational 
clients  by  VRCB,  do  you  think  that  they  are  on  the  whole 
getting  better  or  getting  worse  compared  to: 

A.  Five  years  ago:    Better   Same  No  answer 

B.  One  year  ago:      Better   No  Answer   Same 

C.  Six  months  ago:    Better   Same   Better 

2  c  6  Which  service  is  getting 
Better: 

A.  Personal  Home  Management 

B.  Communications  skills 

COMMENTS:  1.   Each  area  is  growing  profoundly 
trying  to  serve  clients. 

2.  In  view  of  diverse  client  load,  staff 
feels  they  are  spread  too  thin  with 
client. 

3 .  Emphasis  upon  PHM  services  because  of 
increase  in  aging  clients. 

4.  Increase  in  medical  services  -  addition 
of  second  nurse  and  increase  in  monies 
for  dormitories. 

Worse: 

A.   Assistance  to  help  multi-handicapped 
population. 

2.7  Has  there  been  a  difference  in  the  amount  or  kind  of  service 
for: 

A.   Men  compared  with  women: 
1 .   None 
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B.   Aging  with  vision  loss  compared  with  multi- 
handicapped  and  visually  handicapped: 

1.  Increase  in  multi-handicapped  service. 
Nature  of  handicap  requires  supervision  and 
instruction. 

2.  More  multi-handicapped  to  serve;  knowledge 
to  serve  this  population  has  increased 

C.   Adults  with  vocational  goal  that  do  not  fit  into 
either  of  those  categories: 
1 .   None 

2.8  In  your  opinion  what  have  been  the  strengths,  weakness,  or 
flaws  of  present  VRCB  service  programs  for  nonvocational 
clients: 

Strengths: 

1.  More  contact  with  families. 

2 .  Will  work  with  anyone  that  staff  feels 
qualified  to  serve. 

3 .  Careful  and  thorough  evaluation  of  non  VR 
clients. 

4.  Can  tailor  communication  skills  to  individual 
need. 

5.  Excellent  O&M,  recreation  and  crafts  service. 

6.  Thorough  Personal  Home  Management  service. 

7.  High  caliber  of  instruction,  good  networking 
between  VRCB  ,  field  staff  and  community. 

Weakness : 

L   Funding  for  maintenance  is  low. 

2.  Liberal 'client  acceptance  policy  spreads  staff 
too  thin  and  reduces  program  effectiveness. 

3.  No  follow-up  provision  on  clients  once  they 
leave  VRCB. 

4.  Insufficient  training  and  staff  to  work  with 
multi-handicapped  and  severe  head  injury 
cases. 

5.  Elimination  of  "Independent  Living"  apartment 
re  budget  reduction. 

Flaws: 

1.   Too  much  client  "down  time". 

2 . 9  Based  on  your  experiences  what  additional  ways  has  the  VRCB 
been  of  help  to  the  visually  handicapped  population  you 
serve: 

A.  Public  awareness. 

B.  Use  of  community  and  therapeutic  facilities. 

C.  Provision  for  space  at  VRCB  for  the  Virginia 
Voice. 

D.  Work  with  Lions  Clubettes  on  monthly  dinners  for 
VRCB  clients. 


1-60 


2.10  How  could  the  service  program  be  improved: 

A.  At  your  level: 

1.  Need  more  staff  to  deal  with  the  deaf. 

2.  Return  Independent  Living  Apartment  program. 

3.  Hire  nutritionist  for  special  diet  clients. 

4.  Intensive  follow-up  and  counseling  service. 

5.  Knowledge  of  technology. 

6.  Administration  should  listen  to  staff  re 
recommendations  for  additional  instruction. 
Encourage  improved  communications  with 
clients. 

7.  More  funding  to  improve  facilities  and  staff 
training. 

B.  Other  levels: 

1.  Provide  all  offices  with  telephones. 

2.  Additional  teacher  meetings  re  instruction. 

3.  Reduce  class  size. 

2.11  On  the  average  do  you  feel  that  clients  using  your  services 
are: 

A.  Somewhat  independent 

B.  Much  more  independent. 

2.12  Which  of  your  activities  do  you  feel  good  about: 

A.  Teaching  typing  and  computer  operation. 

B.  Client  evaluation  and  providing  learning 
experience. 

C.  Client  contact. 

D.  Team  work  at  VRCB. 

2.13  How  is  success  defined  in  your  job: 

A.  By  you: 

1.  Client  success,  personal  satisfaction. 

2.  Client  feedback. 

B.  By  VRCB: 

1.  Number  of  clients  served. 

2.  Performance  of  evaluation. 

3.  Client  complaints. 

4.  Quality  of  instruction. 

2.14  How  are  you  rewarded  for  achievement: 

A.  Client  appreciation. 

B.  Recognition  by  supervisor. 

C.  Performance  evaluation. 

D.  Peer  recognition. 

E.  Self  satisfaction. 

2.15  What  changes  would  you  make  in  program  supervision  that 
would  improve  your  job  performance: 

A.  Reorder  scheduling  of  classes. 

B.  More  feedback  from  supervisor. 
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C.  More  on-going  supervision  rather  than  limited 
to  evaluations. 

D.  Supervisor  should  be  less  involved   in 
administration  duties. 

2.16  Are  there  opportunities  for  career  development  in  your  job: 

A.  Yes,  can  attend  seminars,  meetings,  etc.;  fund 
education  program. 

B.  In-service  training. 

2.17  Do  you  have  personal  plans  for  further  education  to  improve 
current  job  performance;  prepare  for  career  advancement: 

A.  Finish  comprehensive  literacy  training. 

B.  Develop  expertise  in  adult  education. 

C.  Training  to  work  with  deaf. 

D.  Take  courses  in  gerontology. 

2 . 18  What  training  could  VRCB  provide  that  would  improve  your 
job  performance: 

A.  Causes  and  implications  of  blindness 

B.  Personal  Home  Management  skills  training  in 
working  with  multi-handicapped  and  brain 
injured. 

2.19  What  was  your  motivation  for  entering  this  field: 

A.  Desire  to  return  to  teaching. 

B.  One-on-one  contact. 

C.  Wanted  to  teach  arts  and  crafts. 

D.  Enjoy  the  "therapeutic  challenge". 

E.  Job  became  available. 

F.  Internship  at  VRCB. 

G.  Former  client. 
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APPENDIX  VIII 
VIRGINIA  REHABILITATION  CENTER  FOR  THE  BLIND 

ON-SITE  STAFF  INTERVIEW 

REHABILITATION  COUNSELORS 


Id   What  are  the  major  activities  of  your  job: 

A.  Vocational  evaluation. 

B.  Adjustment  counseling. 

C.  Orientation  to  wood  shop  and  safety. 

D.  Teaching  hand,  power  and  adaptive  tools. 

E.  Assessing  needs  and  interest  of  individual  student, 

1.2  Of  the  services  you  deliver,  which  do  you  provide: 

A.  Most  frequently: 

Work  evaluation,  paper  work,  teaching. 

B.  Least  frequently: 

No  answer 

1.3  Of  the  services  you  provide,  which  do  you  feel  is: 

A.  Most  beneficial: 

Coordinate  cases,  anticipate  needs. 

B.  Least  beneficial: 

Depends  on  individual  client  needs. 

1.4  How  satisfied  are  you  with  your  current  job  assignment: 

A.  Very  satisfied 

B.  Somewhat  satisfied. 

C.  Unsatisfied 

COMMENTS:   Trying  to  do  totally  separate  jobs  which  in 
reality  each  is  a  full  time  responsibility. 

2 . 1  Please  estimate  the  number  of  hours  spent  on  each  of  the 
following  activities: 

A.  Face  to  face  contact  with  clients:   25  hours; 
35  hours. 

B.  Office/paper  work:   10  hours;   4  hours. 

C.  Meetings/special  assignments:   5  hours;  4  hours. 

2.2  Is  the  time  estimate  that  you  listed  in  item  2.1  spent 
most  efficiently: 

Yes   No 

COMMENT:   No  scheduled  office  or  planning  time 
available.   Time  needs  to  be  available  when 
client  can't  drop  in. 

2.3  Where  do  the  majority  of  your  referrals  come  from: 

Field  offices. 
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2.4  Do  you  feel  VRCB  receives  enough  referrals : 
Yes. 
COMMENTS:   1.   Four  students  is  maximum  shop  capacity. 

2.   Now  full,  could  use  more  students  to 
maintain  capacity.   Some  clients  come 
for  work  evaluation  but  could  use 
more  services. 

2 . 5  Thinking  of  the  various  services  offered  to  nonvocational 
clients  by  VRCB,  do  you  think  that  they  are  on  the  whole 
getting  better  or  getting  worse  compared  with: 

A.  Five  years  ago:    better  same 

B.  One  year  ago:     No  answer 

C.  Six  months  ago:    No  answer 

2.6  Which  service  is  getting: 

A.  Better: 

1.  Computer  training 

2.  Multi-handicapped  head  injury 

B.  Worse: 

1.   No  answer 

2.7  Has  there  been  a  difference  in  the  amount  or  kind  of 
service  for: 

A.  Men  compared  with  women: 

No 
COMMENT:   Depends  on  individual  clients?  services 

are  the  same;  sometimes  men  are  reluctant 
to  take  Personal  Home  Management. 

B.  Aging  with  vision  loss  compared  with  multi- 
handicapped  and  visually  handicapped. 

No 
COMMENT:   Multi-handicapped  requires  one-on-one 
attention,  not  always  possible. 

C.  Adults  with  vocational  goal  that  do  not  fit  into 
either  of  those  categories. 

No 

2.8  In  your  opinion  what  have  been  the  strengths,  weakness  or 
flaws  of  present  VRCB  service  programs  for  nonvocational 
clients: 

Strengths : 

1.  Teacher  highly  regarded. 

2.  Staff  has  special  skills  necessary  to  work 
with  clients. 

3.  Good  team  approach  -  cooperate  and  work  hard. 

4.  Variety  of  services  available. 

5.  Staff  learns  from  each  other 

6.  Utilize  community  resources,  especially  for 
multi-handicapped  clients. 


1-64 


Weakness: 

1.  Need  support  for  field  staff  to  pay  for 
community  based  client  services  at  VRCB. 
VRCB  can  spend  up  to  $50.  without  field  staff 
approval,  additional  cost  must  be  approved  by 
field  staff  -  this  can  be  a  log  jam  and 
confusing  to  clients. 

2 .  Need  more  communication  between  Administration 
Headquarters  (DVH)  and  staff. 

3.  Staff  should  require  more  client  involvement. 
Client  expects  VRCB  to  make  decisions  that 
should  be  made  by  the  individual. 

4.  Too  many  "repeat"  clients.   Client  progress  is 
often  reversed  on  return  to  home. 

Flaws: 

1.   Referral  information  from  field  is  often 

incomplete *   Functional  evaluation  on  client 
is  needed  by  coming  to  the  Center. 

2.9  Based  on  your  experience  what  additional  ways  has  the  VRCB 
been  of  help  to  the  visually  handicapped  population  you 
serve: 

A.  Demonstrates  client  work  (wood  shop,  crafts,  etc.) 
at  professional  meetings. 

B.  Family  day  and  display  cabinet  in  Center  Lounge  re 
sample  of  clients  work. 

C.  Client  can  take  home  articles  produced  at  no  cost. 
DVH  assists  client  with  marketable  products. 

2.10  How  could  the  service  program  be  improved: 

A.  At  your  level: 

1.   Improve  the  following:  screening  process  - 
occasionally  receive  inappropriate  referral 
of  person  that  may  be  too  multi-handicapped 
or  brain  injured  for  this  facility. 

B.  Other  levels: 

1.   Clients  come  to  Center  too  soon  after  vision 
loss  and  consequently  not  ready  for 
rehabilitation  process. 

2.11  On  the  average  do  you  feel  that  clients  using  your 
services  are: 

Much  more  independent. 

2.12  Which  of  your  activities  do  you  feel  good  about: 

A.  Instill  in  clients  a  sense  of  accomplishment  and 
self  worth. 

B.  Help  clients  learn  skills  within  their  capacity. 

C.  Being  sure  that  problem  solving  and  service 
coordination  has  been  successful. 
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2.13  How  is  success  defined  in  your  job: 

A.   By  you: 

Helping  client  function  safely,  operate  hand 
tools,  complete  projects  and  encourage  client 
to  live  independently. 

2.14  How  are  you  rewarded  for  achievement: 

A.  Client  appreciation 

B.  Pay  check 

C.  Recognition  by  peers  and  administration. 

2 . 15  What  changes  would  you  make  in  program  supervision  that 
would  improve  your  job  performance: 

A.  Listen  more  carefully  to  staff  recommendations. 

B.  Staff  sees  clients,  administration  see  numbers. 

C.  More  equitable  distribution  of  case  load  - 
counselors  dealing  half  time  with  multi- 
handicapped  clients  should  only  have  half  number 
of  clients. 

D.  Supervisor  should  assist  in  dividing  up  counselors 
work  assignments. 

2. 16  Are  there  opportunities  for  career  development  in  your  job: 

Yes. 

COMMENT:   1.  Opportunities  available  to  attend 
conferences. 
2.  Limited  career  advancement  is  possible. 

2.17  Do  you  have  personal  plans  for  further  education  to  improve 
current  job  performance;  prepare  for  career  advancement: 

Yes. 

2 . 18  What  training  could  VRCB  provide  that  would  improve  your 
job  performance: 

A.  On-going  update  and  hands  on  experience  with  low 
vision  and  low  vision  aids. 

B.  Vocational  evaluation  seminars  at  Woodrow  Wilson 
Rehabilitation  Center. 

C.  Current  information  on:  head  injury,  O&M,  MR,  and 
deafness. 

2.19  What  was  your  motivation  for  entering  this  field: 

A.  Was  a  carpenter  and  applied  for  VRCB  position. 

B.  Interested  in  rehabilitation. 
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I  *  APPENDIX  IX 

VIRGINIA  REHABILITATION  CENTER  FOR  THE  BLIND 

ON-SITE  STAFF  INTERVIEW 

ADMINISTRATORS 


What  are  the  major  activities  of  your  job: 

A.   Supervise  staff:  O&M,  communication  skills, 

communication  skills,  counselors,  psychologist, 
vocational  department,  work  shop;  Center 
purchasing;  coordinate  fiscal  functions;  billing; 
personnel  function  intake;  liaison  between 
Headquarters  and  Center  personnel. 

1.2  Of  the  services  you  deliver,  which  do  you  provide: 

A.  Most  frequently: 

1.  Client  training 

2.  Operation  of  training  program. 

3.  Staff  assignments. 

4.  Staff  administration,  administrative 
functions,  client  problems  and  discipline. 

B.  Least  frequently: 

1.   Budgeting. 

1.3  Of  the  services  you  provide,  which  do  you  feel  is: 

A.   Most  beneficial: 

1.  Client  scheduling. 

2 .  Program  planning 

3.  Working  with  service  delivery. 

4.  More  direct  impact  on  clients,  etc. 

1.4  How  satisfied  are  you  with  your  current  job  assignment: 

Very     Somewhat 

COMMENT:   Lack  of  recognition  for  demonstrated  value 
to  the  agency. 

2 . 1  Please  estimate  the  number  of  hours  spent  on  each  of  the 
following  activities: 

A.  Face  to  face  contact  with  client:   5  hours   8  hours 

B.  Office/paper  work:    20  hours   24  hours 

C.  Meetings/ special  assignments:   15  hours   8  hours. 

2.2  Is  the  time  estimate  that  you  listed  in  item  2.1  spent  most 
efficiently: 

Yes. 

COMMENT:   Meeting  time  is  time  consuming,  necessary  for 

individual  client  planning. 
No. 
COMMENT:   Should  be  more  time  for  supervisory  functions 

and  class  observation. 
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2.3  Where  do  the  majority  of  your  referrals  come  from: 

Field  offices. 

2.4  Do  you  feel  VRCB  receives  enough  referrals: 

No 

COMMENT:   Many  more  people  could  come  to  get  services. 

2.5  Thinking  of  the  various  services  offered  to  nonvocational 
clients  by  VRCB,  do  you  think  that  they  are  on  the  whole 
getting  better  or  getting  worse,  compared  to: 

A.  Five  years  ago:   Better   Worse 

COMMENT:   Loss  of  Independent  Living  Apartment  due  to 
cut  backs. 

B.  One  year  ago:   Better     Same 

C.  Six  months  ago:   No  answer   Same 

2.6  Which  service  is  getting: 

A.  Better: 

1.   Better  medical  services  and  ability  to 
provide  residential  services  to  multi- 
handicapped. 
COMMENT:   1.   Staff  developed  new  skills;  shifted 

service  direction  to  meed  client  demand. 
2.   Reallocated  one  position  to  a  nurse 
rating;  increased  use  of  aids. 

B.  Worse:   No  answer. 

2.7  Has  there  been  a  difference  in  the  amount  or  kind  of 
service  for: 

A.  Men  compared  with  women: 

1 «,   None 

B.  Aging  with  vision  loss  compared  with  multi- 
handicapped  and  visually  handicapped: 

1.  Aging  population  requires  different  services 
than  multi-handicapped  (i.e.  self  care 
skills) . 

2.  Some  brain  injured  clients  require  more 
environment  for  learning. 

3 .  Older  population  stays  longer  at  VRCB  than 
severe  multi-handicapped. 

4.  Have  more  services  for  multi-handicapped 
(aids,  etc. ) . 

C.  Adults  with  vocational  goal  that  do  not  fit  into 
either  of  those  categories: 

1 .   None 
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2.8  In  your  opinion  what  have  been  the  strengths,  weakness,  or 
flaws  of  present  VRCB  service  programs  for  nonvocational 
clients; 

Strength : 

1.  Strong  low  vision  program  for  non  VR  clients. 

2.  Medical  staff,  OTR  and  nursing  staff  have 
developed  capacity  to  teach. 

3.  Quality  training  program. 

4.  Superior  diagnostic  service  program. 
Weakness : 

1.  Some  clients  hire  their  own  personal  care 
attendants  (this  is  a  variable  resource  with 
no  real  control  by  VRCB) . 

2.  Don't  have  authority  to  hire  supplemental 
staff  on  an  on-going  basis. 

3.  Appears  to  be  an  over  emphasis  of  professional 
staff  needs  at  the  expense  of  client  need. 
Should  be  a  better  use  of  staff. 

Flaws: 

1.   Dormitory  design  provides  no  security,  easy 
access  by  outsiders. 

2.9  Based  on  your  experience  what  additional  ways  has  the  VRCB 
been  of  help  to  the  visually  handicapped  population  you 
serve: 

A.  Public  awareness  and  public  relations. 

B.  Source  of  staff  training  for  other  DVH  staff. 

2.10  How  could  the  service  program  be  improved: 

A.  At  your  level: 

1.  Make  changes  in  dormitory  staff. 

2.  Hire  additional  staff  for  PHM  Department  re 
one-on-one  instruction  for  multi-handicapped 
clients. 

3.  More  time  to  observe  and  participate  with 
staff  in  client  program  development. 

4.  More  dissemination  of  information  about 
clients,  policies. 

B.  Other  levels: 

1.   Could  be  more  systematic  assessment  of  client 
needs.   Plan  to  address  need  (in  field)  for 
each  client. 

2.11  On  the  average  do  you  feel  that  clients  using  your  services 
are: 

Much  more  independent. 

2.12  Which  of  your  activities  do  you  feel  good  about: 

1.  Problem  solving,  guidance  and  direction  for  client. 

2.  Supervising  staff  meeting  specific  needs  of 
clients. 
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2.13  How  is  success  defined  in  your  job: 

A.  By  you: 

1.  Smooth  operation  and  planning. 

2.  Instructors  get  client  feedback. 

3.  Seeing  clients  learn  to  deal  with  vision  loss 
and  regaining  self  esteem. 

B.  By  VRCB: 

1.  Client  program. 

2.  Statistics. 

3.  Client  complaints. 

2 . 14  How  are  you  rewarded  for  achievement? 

Staff  supervision  and  client  recognition. 

2 . 15  What  changes  would  you  make  in  program  supervision  that 
would  improve  your  job  performance: 

A.  More  contact  between  RT  Department  and  VRCB. 

B.  Would  like  more  information  sharing  and  training 
together. 

C.  Would  encourage  greater  professional  personnel 
communication  together. 

2.16  Are  there  opportunities  for  career  development  in  your  job: 

Yes  -  Education  funds  and  time  available  for  training. 

2.17  Do  you  have  personal  plans  for  further  education  to  improve 
current  job  performance;  prepare  for  career  advancement: 

Yes  -  Computer  literacy  and  professional  development 
and  planning. 

2.18  What  training  could  VRCB  provide  that  would  improve  your 
job  performance: 

Management  skills. 

2.19  What  was  your  motivation  for  entering  this  field: 

A.  Attracted  to  rehabilitation  field,  want  people  to 
function  at  capacity. 

B.  Make  something  work  better. 

C.  Background  in  rehabilitation  counseling. 

D.  Internship  at  VRCB. 
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APPENDIX  X 
VIRGINIA  REHABILITATION  CENTER  FOR  THE  BLIND 

ON-SITE  STAFF  INTERVIEW 

ORIENTATION  AND  MOBILITY 


1.1  What  are  the  major  activities  of  your  job: 

A.  Coordinate  and  provide  low  vision  and  O&M  services 

B.  Evaluate  need  for  O&M  training  with  low  vision. 

1.2  Of  the  services  that  you  deliver,  which  do  you  provide: 

A.  Most  frequently: 

1.  Work  with  head  trauma  cases 

2.  Instruction  in  O&M. 

B.  Least  frequently: 

1.   No  answer. 

1.3  Of  the  services  you  provide,  which  do  you  feel  is: 

A.  Most  beneficial: 

1.   O&M  and  low  vision  instruction. 

B.  Least  beneficial: 

1.   Depends  on  client  needs. 

1.4  How  satisfied  are  you  with  your  current  job  assignment: 

A.  Very  satisfied. 

B.  Somewhat  satisfied. 

2.1  Please  estimate  the  number  of  hours  spent  on  each  of  the 
following  activities: 

A.  Face  to  face  contact  with  clients:   3  0  hours; 
30  hours. 

B.  Office/paper  work:    8  hours;   8  hours. 

C.  Meetings/special  assignments:   2  hours;  4  hours. 

2.2  Is  the  time  estimate  that  you  listed  in  item  2.1  spent  most 
efficiently: 

Yes 

2.3  Where  do  the  majority  of  your  referrals  come  from: 

VRCB  intake,  field  office  and  low  vision  services. 

2.4  Do  you  feel  VRCB  received  enough  referrals: 

Yes. 

COMMENT:   VIP's  in  field  are  missing  adjustment  skills 
by  not  coming  to  VRCB. 

2 . 5  Thinking  of  the  various  services  offered  to  nonvocational 
clients  by  VRCB,  do  you  think  that  they  are  on  the  whole 
getting  better  or  getting  worse,  compared  to: 

A.  Five  years  ago:    same   worse 

B.  One  year  ago:     same   worse 
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C.   Six  months  ago:    same   worse 

2.6  Which  service  is  getting  better: 

O&M 

COMMENT:   Provides  same  services  to  VR  and  non  VR 
clients. 
Which  service  is  getting  worse: 
Low  vision 

COMMENT:   Can't  get  low  vision  aids  because  of  cut 
backs . 

2.7  Has  there  been  a  difference  in  the  amount  or  kind  of 
services  for: 

A.  Men  compared  with  women: 

No. 

B.  Aging  with  vision  loss  compared  with  multi- 
handicapped  and  visually  handicapped: 

Aging  -  can  tap  into  visual  memory.   More 
difficult  to  know  how  to  proceed  with 
multi-handicapped . 

C.  Adults  with  vocational  goal  that  do  not  fit  into 
either  of  those  categories: 

No  answer. 

2.8  In  your  opinion  what  have  been  the  strengths,  weakness,  or 
flaws  of  present  VRCB  service  programs  for  nonvocational 
clients: 

Strengths : 

1.  VR  and  non  VR  receive  same  service  for  O&M 
and  low  vision. 

2.  Follow-up  service  available  for  low  vision 
clients  on  their  return  home. 

3.  Have  good  O&M  staff. 
Weakness: 

1.  Insufficient  funds  for  non-relevant  low  vision 
aids. 

2.  Program  is  structured  for  the  eventual 
transfer  from  Center  to  home. 

3 .  Difficult  for  multi-handicapped  with  non 
adapted  home  facility  require  group  home 
environment. 

Flaws : 

None 

2.9  Based  on  your  experience  what  additional  ways  has  the  VRCB 
been  of  help  to  the  visually  handicapped  population  you 
serve: 

1.   Publicize  services  for  the  blind. 

2.10  How  could  the  service  program  be  improved: 

A.   At  your  level: 

1.  Increase  instructor  "staff"  would  relieve 
overload. 

2.  Family  training. 

3.  Public  awareness  training. 
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2.11  On  the  average  do  you  feel  that  clients  using  your  services 
are: 

A.  Much  more  independent. 

B.  Somewhat  independent. 

COMMENT:   VRCB  is  not  the  proper  facility  for  MR  as  it 
currently  exists. 

2.12  Which  of  your  activities  do  you  feel  good  about: 

A.  Low  vision  services 

B.  Fostering  independence. 

2.13  How  is  success  defined  in  your  job: 

A.  By  you: 

1.  Helping  clients  achieve  relative  degree  of 
independence . 

2.  Building  skill  and  confidence. 

2.14  How  are  you  rewarded  for  achievement: 

A.  Intrinsic  satisfaction 

B.  Client  appreciation. 

COMMENT:   Staff  not  rewarded  by  VRCB. 

2 . 15  What  changes  would  you  make  in  program  supervision  that 
would  improve  your  job  performance: 

A.  No  problem  with  Supervisor  -  creative  and 
supportive. 

B.  Freedom  to  work  with  clients.   Supervisor  should 
be  accessible  for  problem  consultation. 

2.16  Are  there  opportunities  for  career  development  in  your  job: 

Yes 

2.17  Do  you  have  personal  plans  for  further  education  to  improve 
current  job  performance,  prepare  for  career  advancement: 

A.  No. 

B.  Yes,  sign  language  course. 

2 . 18  What  training  could  VRCB  provide  that  would  improve  your 
job  performance: 

A.  Training  in  electronic  travel  aids. 

B.  Training  in  working  more  effective  with  multi- 
handicapped  and  visually  handicapped. 

2.19  What  was  your  motivation  for  entering  this  field: 

A.  Needed  a  job  and  wanted  to  work  in  human  service 
field. 

B.  Observed  visually  handicapped  and  talked  to 
professionals.   Attended  graduate  school. 
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APPENDIX  XI 
VIRGINIA  REHABILITATION  FOR  THE  BLIND 


ON-SITE  STAFF  INTERVIEW 
PSYCHOLOGIST  AND  OCCUPATIONAL  THERAPIST 


1.1  What  are  the  major  activities  of  your  job: 

Psychologist: 

1.  Counseling  one  on  one. 

2.  Family  counseling. 

3 .  Follow-up 
Occupational  Therapist 

1.  Teaching  cooking 

2.  OT 

3 .  Evaluation  and  training 

4.  Supervise  staff  (PHM,  recreation,  medical 
services  and  dormitory. 

1.2  Of  the  services  you  deliver,  which  do  you  provide: 

A.  Most  frequently: 

Psychologist: 

1.  Individual  counseling . 
Occupational  Therapist 

2.  Cooking  training. 

B.  Least  frequently: 

Psychologist: 

1.  Sex  education  counseling. 
Occupational  Therapist 

2.  Diabetic  information 

3.  Physical  restoration,  OT  (in  terms  of  time 
available) . 

1.3  Of  the  services  you  provide,  which  do  you  feel  is  most 
beneficial: 

A.  Individual,  group  and  staff  counseling. 

B.  All  services. 

1.4  How  satisfied  are  you  with  your  current  job  assignment: 

A.  Somewhat 

COMMENT:   Part  time  employment  -  not  enough  time  to 
deal  with  staff  and  additional  activities. 

B.  Very 

COMMENT:   Dormitory;  frustration;  responsible  to 

maintain  staff  coverage  (16  staff  in  one 
year  down  to  3) ;  pay  problems;  takes  much 
to  much  time;  continuous  drain. 

2.1   Please  estimate  the  number  of  hours  spent  on  each  of  the 
following  activities: 

A.   Face  to  face  contact  with  client:   12  hours, 
15-20  hours. 
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B.  Office/paper  work:  1.6  hours;   10  -  12  hours. 

C.  Meetings/ special  assignments:   2  hours;  5  hours. 

2.2  Is  the  time  estimate  that  you  listed  in  item  2.1  spent 
more  efficiently: 

A.  Yes. 

B.  No 

COMMENTS:   1.   So  many  little  things  that  eat  up  the 
time,  mostly  with  dormitory 
responsibility . 
2.   Unanticipated  interruptions. 

2.3  Where  do  the  majority  of  your  referrals  come  from: 

A.  Center  staff  and  field  staff. 

B.  Field  offices. 

2.4  Do  you  feel  VRCB  receives  enough  referrals: 

A.  No  answer 

B.  Yes. 

COMMENTS:   1.   As  an  instructor  yes,  as  an 
administrator  no. 

2.  There  are  many  clients  who  could  benefit 
from  VRCB.   Families  of  multi- 
handicapped  are  usually  protective  and 
do  not  want  individual  to  leave  home. 

3.  Field  staff  not  aware  of  services, 
consequently  may  make  inappropriate 
referrals. 

4.  VRCB  can  provide  more  intensive 
rehabilitation  services.   Field  staff 
should  be  made  more  aware  of  this  fact. 

Thinking  of  the  various  services  offered  to  nonvocational 
clients  by  VRCB,  do  you  think  that  they  are  on  the  whole 
getting  better  or  getting  worse,  compared  to: 

A.  Five  years  ago: 

1 .  Better 

2.  Better  (improvement  in  most  areas  with  the 
exception  of  dormitories) . 

B.  One  Year  ago: 

1 .  Better 

2 .  Better  (medical  services  improved  through 
additional  nursing  staff) . 

C.  Six  months  ago: 

1 .  Better 

2.  Better  (PHM  Department  provides  many  services 
to  non  vocational  rehabilitation  client.   A 
unique  relationship  exists) . 

2.6   Which  service  is  getting  better: 

A.  Communications  skills 

B.  Work  evaluation. 

C.  Professional  staff  and  development  have  improved. 
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Which  service  is  getting  worse: 

A.  O&M  (inadequacy  of  staff  based  on  procedure  used) . 

B.  Professional  staff  and  development  have  improved. 

2.7   Has  there  been  a  difference  in  the  amount  or  kind  of 
services  for: 

A.  Men  compared  with  women: 

1 .  None 

2.  No 

COMMENT:   All  services  are  available  as  needs  dictate. 

B.  Aging  with  vision  loss  compared  with  multi- 
handicapped  and  visually  handicapped: 

1.  Both  populations  have  increased.   More 
difficult  with  multi-handicapped  because  of 
communications  problems. 

2 .  No  answer 

COMMENT:   Multi-handicapped  clients  limited.   VRCB  may 
not  be  able  to  accommodate. 

C.  Adults  with  vocational  goal  that  do  not  fit  into 
either  of  those  categories: 

1 .  None 

2 .  None 


2.8   In  your  opinion  what  have  been  the  strengths,  weakness,  or 
flaws  of  present  VRCB  service  programs  for  nonvocational 
clients: 


Strength: 
1. 
2. 

3. 
4. 
5. 

6. 

Weakness: 
1. 


Flaws : 


5. 


One  to  one  interest  in  clients. 
Work  with  clients  as  individuals. 
Change  in  attitude  toward  non  VR  clients. 
Positive  VRCB  reaction  re  providing  services. 
Center  is  better  able  to  deal  with  multi- 
handicapped  clients. 

Same  services  available  to  all.   Clients  are 
encouraged  to  choose  their  own  program. 

Try  to  force  client  into  our  life  style. 

Training  at  times  not  applicable  to  home 

setting. 

Not  enough  PR  about  services. 

Dormitory  services  week,  staff  limited 

(1  staff  for  40  clients) . 

Often  have  36-38  trainees  -  1/3  require 

assistance. 

Lack  of  assistance  and  supervisors  causes 

many  problems. 

Ground  rules  at  VRCB  often  questioned  - 

regardless  they  are  here  to  stay. 

Clients  should  have  some  preliminary  training 

before  coming  to  VRCB. 

At  times  motivation  for  coming  to  VRCB  is  not 

so  much  rehabilitation  as  it  is  a  place  to 

stay. 
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2.9   Based  on  your  experience  what  additional  ways  has  the  VRCB 
been  of  help  to  the  visually  handicapped  population  you 
serve: 

No  answers 

2*10  How  could  the  service  program  be  improved: 
A.   At  your  level: 

1.  Psychologist  should  be  staff  trainer  re 
human  awareness. 

2.  Evening  and  week  end  classes  for  student 
Seminars  (cut  into  down  time) . 

3.  Institute  classified  position  in  dormitory. 

4.  Eliminate  part  time  position. 

5.  Raise  salary  and  improve  job  description. 
COMMENT:    1.   Classified  position  (4:30  PM  to 

12:30  AM;  six  part  time  workers 
12:30  AM  to  7:00  AM);  48  hour  duty  on 
week  end. 

2.11  On  the  average  do  you  feel  that  clients  using  your  services 
are: 

A.  Somewhat  independent. 

B.  Much  more  independent  than  before. 

COMMENT:   There  is  always  some  gain  in  independence. 
Confidence  building  is  not  always  apparent. 

2.12  Which  of  your  activities  do  you  feel  good  about: 

A.  Everything 

B.  Client  contact;  enjoy  seeing  client  being  more 
independent . 

2.13  How  is  success  defined  in  your  job: 

A.  By  you: 

1.  See  change  in  trainee  behavior. 

2.  Client  learning. 

B.  By  VRCB: 

1.  No  answer. 

2 .  Numbers . 

2.14  How  are  you  rewarded  for  achievement: 

A.  Client  appreciation. 

B.  Supervisory  supervision 

C.  General  verbal  acknowledgment. 

D.  Occasional  feed  back  at  Center. 

E.  Pay  for  performance  program. 

COMMENT:   Limited  and  restricted,  not  enough  feed  back 
to  staff. 

2 . 15  What  changes  would  you  make  in  program  supervision  that 
would  improve  your  job  performance: 

A.  None 

B.  Inform  staff  on  program  activity. 

C.  Feed  back  essential. 
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2.16  Are  there  opportunities  for  career  development  in  your  jobs 

A.  No. 

B.  Yes:   in-service  training;  limited  career 
advance  opportunities. 

2.17  Do  you  have  personal  plans  for  further  education  to  improve 
current  job  performance;  prepare  for  career  advancement: 

A.  Yes.   Taking  courses  at  local  University. 

B.  Yes.   To  maintain  RT  and  OTR  certification. 

2 . 18  What  training  could  VRCB  provide  that  would  improve  your 
job  performance: 

A.  Nothing. 

B.  Train  in  multi-handicapped  and  brain  injury. 

C.  Supervision  and  management  techniques. 

2.19  What  was  your  motivation  for  entering  this  field: 

A.  Job  change  and  new  work  experience. 

B.  Job  opening  available,  wanted  to  learn  something 
new. 

C.  Professional  interest. 
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PART  II 


TELEPHONE  SURVEY  OF  CLIENTS 
WHO  RECEIVED  NON -VOCATIONAL  SERVICES 

FROM  THE  VIRGINIA  DEPARTMENT  FOR  THE  VISUALLY  HANDICAPPED 


PART  II-  EXECUTIVE  SUMMARY 
TELEPHONE  SURVEY  OF  CLIENTS  WHO  RECEIVED  NONVOCATIONAL  SERVICES 
FROM  THE  VIRGINIA  DEPARTMENT  FOR  THE  VISUALLY  HANDICAPPED 

Prepared  by  the  Social  Research  Department,  AFB 

Corinne  Kirchner,  Ph.D.,  Director 

Rochel 1 e  Kern,  Ph.D.,  Project  Associate 


I  .   Introduct  ion 

An  important  part  of  evaluating  services  is  to  consider  what 
clients  think  of  them,  and  a  good  way  to  -find  out  is  simply  to 
ask.  This  report  begins  with  a  description  o-f  our  "asking 
process"  and  some  o-f  the  issues  involved  in  evaluating  data 
elicited  -from  client  interviews. 


II.   Sample  Selection  and  Response 

The  sample  was  drawn  from  a  listing  compiled  by  VDVH  of  562 
names  o-f  clients  "closed"  in  the  year  prior  to  the  study.   A 
letter  was  sent  by  VDVH  to  each  o-f  these  former  clients 
explaining  the  study  and  asking  for  a  response  (via  pre-stamped , 
pre-addressed  postcard)  if  they  did  not  wish  to  be  contacted  for 
a  telephone  interview  by  AFB.   After  removing  the  names  of 
clients  who  had  moved  or  died  (N=19)  ,  there  remained  an 
"effective"  population  of  543  clients.   Of  these  127  returned 
postcards  and  were  considered  "active  refusals."   Initial  plans 
to  draw  a  stratified  random  sample  were  abandoned  after  it  became 
clear  that  s  substantial  number  of  the  telephone  numbers  provided 
on  the  VDVH  list  were  inaccurate.   In  the  end  we  contacted  every 
available  name,  had  no  refusals  at  that  stage,  and  achieved  a 
total  of  210  interviewed  "respondents".   We  found  no  significant 
differences  by  sex,  program,  or  region  between  the  effective 
population  and  the  respondent  sample;   however,  there  was 
evidence  that  closure  stauts  might  have  influenced  the  respondent 
sample  although  this  source  of  bias  is  probably  small  . 


III.   Design  of  Client  Questionnaire 

For  any  questionnaire  to  "work",  i.e.,  to  collect 
information  reliably,  it  must  be  designed  to  fit  the  situational 
requirements  in  which  it  will  be  used.    We  needed  a 
questionnaire  that  could  be  easily  coded  for  data  analysis; 
would  take  no  more  than  45  minutes  to  conduct;   and  would  be 
appropriate  for  this  population  —  predominantly  older  persons 
who  a.re    partially  sighted  or  blind,  many  with  additional  physical 
and/or  psychological  disabilities.    The  CQ    was  designed,  then, 
mainly  as  closed-ended;   however,  each  question  offered  an  answer 
option  of  "other",  and  interviewers  wrote  down  comments 
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explaining  the  "other"  response.   Also,  a  tew  open-ended 
questions  were  included  to  assure  that  clients  would  be  able  to 
express  their  perceptions  in  their  own  words.   The  CO.    included 
questions  to  be  asked  by.  the  interviewers,  and  some  addressed  to 
the  interviewers.   (see  Appendix  I) 


IV.   Selection  and  Training  of  Interviewers 

Interviews  were  conducted  over  a  10-day  period  in  the 
evenings  in  late  fall  1986  (November  24,  25,  December  1-5  and 
8-10)   using  phones  in  VDVH ' s  Richmond  headquarters.   The  ten 
person  interview  team  consisted  o-f  a  Study  Supervisor,  eight 
interviewers,  and  an  "Advance  contact"  person.  The  supervisor  and 
interviewers  were  wel 1 -qual it ied  with  backgrounds  in  public 
policy  research  and  education,  and  prior  experience  as 
interviewers.    Training  was  provided  by  AFB's  Project  Associate, 
Dr.  Kern,  based  on  an  extensive  written  document  "Client 
Interview  Specifications"  (see  Appendix  II). 


V.   The  Interviewing  Process 

The  interviews  generally  went  very  well ,  took  less  time  on 
average  than  we  had  anticipated,  and  were  extremely  productive. 
The  only  general  problem  was  the  large  number  of  inaccurate 
initial  phone  numbers.  Most  of  the  clients  were  alone  when 
interviewed,  although  there  were  a  few  "proxy"  interviews  and  a 
number  of  clients  who  were  with  others  when  interviewed.   Nearly 
all  respondents  were  rated  very  cooperative  by  interviewers; 
only  four  were  "break-off s"  due  to  health  problems  or  fatigue. 


VI.  Notes  on  Presentation  of  Results 

For  each  tabulation  we  show  the  number  (N)  of  people  in  each 
response  category;   another  version  shows  the  percentage 
distribution,  always  based  on  the  total  N  for  the  column 
category.   The  method  of  selecting  respondents  was  such  that 
statistical  tests  of  significance  were  unnecessary  and  would  in 
fact  be  technically  inappropriate.   A  rul e-of -thumb  guideline  is 
provided  for  interpreting  the  significance  of  percentage 
differences.   Questionnaire  items,  while  grouped  initially  for 
purposes  of  facilitating  the  interview  process,  were  grouped  for 
analysis  in  terms  of  both  policy  and  sociological  points  of  view. 
The  broadest  grouping  of  questionnaire  items  is  between  (1) 
background  characteristics  and  (2)  program-related 
characteristics. 

VII.   Findings  from  the  Survey 
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A .   Disabil lty-related  character ist ics- 

Among  the  more  noteworthy  -features  of  the  survey  group  —  al  1 
of  whom  had  been  identified  for  service  because  of  visual 
disability  —  is  the  sizeable  majority  (67%)  reporting  other 
health  conditions  that  "seriously  limit"  their  daily  activities; 
this  percentage  was  the  same  for  clients  over  and  under  the  usual 
retirement  age  of  65  years.   The  types  of  other  health  conditions 
mentioned  were  highly  diversified;   the  four  conditions  that 
topped  the  list  were  diabetes,  arthritis,  orthopedic  disability 
(nonamputee) ,  and  hearing  loss;  all  others  applied  to  very  small 
percents  .  A  1 arge  majority  (717.)     of  mul  t  ihand  icapped  clients 
believed  that  their  vision  loss  rather  than  the  other 
condition(s)  "most  seriously  limits  their  daily  activities". 

One-fifth  (20%)  of  respondents  reported  they  had  "no  usable 
vision"  whereas,  by  contrast,  nearly  the  same  percentage  (16%) 
said  they  had  "quite  a  lot  of  usable  vision".    Very  few  (7%) 
respondents  felt  their  vision  was  improving;  the  remainder  were 
almost  evenly  split  between  those  who  felt  their  vision  was 
"staying  the  same"  (48%)  and  those  who  said  "getting  worse" 
(45%)  . 

The  overwhelming  majority  (about  85%)  of  the  causes  of 
vision  loss  were  attributed  to  "illness"   (including  such  things 
as  cataracts)  rather  than  to  accident  or  injury.   In  view  of  the 
predominance  of  illness  rather  than  injury  among  causes,  it  is 
not  surprising  that  a  considerable  majority  (75%)  of  clients 
perceived  their  vision  loss  as  "gradual"  rather  than  "sudden" 
(23%).   Among  the  latter  are    the  small  percentage  (7%)  who  were 
blind  from  birth.   In  addition,  the  same  small  percentage  (7%) 
lost  their  sight  before  adulthood  (under  21  years).   A  notable 
minority  (20%)  lost  their  sight  as  young  adults  (21-45  years), 
leaving  a  considerable  majority  (62%)  who  were  middle-aged  or 
elderly  at  onset  of  vision  loss.   A  question  worth  pursuing  in 
future  research  is  whether  many  in  the  later  working  ages 
withdrew  or    were  discouraged  from  employment  goals  because  of 
their  sight  loss,  . 

While  VDVH  services  must  have  begun  very  close  to  onset  of 
loss  for  a  few  (about  14%) ,  for  most,  services  probably  began 
much  later.   About  30%  of  respondents  have  been  severely  visually 
impaired  for  5-10  years,  leaving  almost  half  (48%)  who  reported 
more  than  10  years  since  onset. 

Functional  Abilities.   We  asked  in  some  detail  about 
activities  of  daily  living.   Further  analysis  of  these  items 
could  be  useful  for  assessing  unmet  needs,  taking  into  account 
that  the  responses  represent  a  group  who  have  already  received 
services  and  are  considered  "closed  cases".   We  will  focus  here 
on  clients  who  said  vision  or  other  health  problems  prevent  them 
from  doing  the  activity.   But  first  a  note  on  activities  some 
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clients  do  not  do  for  other  reasons:   a  large  number  (307.)     said 
they  do  not  "Attend  public  events  (such  as  concerts,  movies)";   a 
substantial  number  (207.)     do  not  engage  in  "Hobbies,  (e.g. 
knitting,  music)";   and  a  notable  few  (107.)    do  not  "Visit  or 
entertain  friends  or  relatives"  for  reasons  other  than  heal th  or 
disab  i 1  i ty  .   Turning  to  activity  restrictions  attributed  to 
vision  or  health,   again  social/  recreational  items  are    most 
frequently  cited;  the  next  most  frequent  problem  area  involves 
running  one's  household.   For  most  activities,  as  expected,  more 
of  the  multiply  handicapped  than  singly-handicapped  clients 
reported  disbility  restrictions,  but  the  percentage  differences 
were  smal  1  . 

Among  mul t ihandicapped  clients,  those  who  believed  their 
vision  was  most  limiting  generally  cited  fewer  activity 
restrictions  than  those  who  felt  more  limited  by  other 
conditions.   This  of  course  might  reflect  the  effectiveness  of 
services  targeted  to  their  vision  problems  (see  below)  . 

Table  1  shows  how  most  of  the  disability  items  discussed 
above  were  distributed  among  clients  within  regions.   We  do  not 
attribute  much  weight  to  the  few  notable  differences  that  show  up 
since  thev  stem  from  the  two  regions  with  very  small  sample  size. 

A  noteworthy  pattern  of  differences  in  disability 
characteristics  was  found  between  clients  who  attended  VRCB  and 
others.   VRCB  clients  were  substantially  more  likely  to  report 
"no  usable  vision"  and  also  were  substantially  more  likely  to  say 
their  vision  is  stable  rather  than  getting  worse.   There  was 
little  difference  in  the  percentages  who  said  they  had  other 
seriously  limiting  health  conditions   (VRCB,  617.;    others,  687.)  . 
However,  among  persons  who  cited  such  conditions,  VRCB  clients 
considerably  more  often  said  that  vision  loss  was  the  "most 
1  imiting"  (87%  vs  69X)  .   VRCB  cl  ients  tended  to  report  an  earl  ier 
age  at  onset . 

B ■   Demographic  Character ist ics- 

A  large  majority  (127.)     of  this  client  group  are    women.   A 
smaller  majority  (62%)  are    Whites.   The  median  age  of  the  client 
survey  group  is  65  years.   More  detailed  age  breakdown  shows  that 
only  11%  are  under  45  years,  while  a  similar  proportion  (17%)  are 
over  80  years ,   The  median  level  of  formal  education  is  low. 
About  one-fifth  (19%-22%)  are    in  each  of  the  three  lower  income 
categories  (under  $5,000;  *5  ,000-9  ,999  ;  $10 ,000-19 ,999)  ,  and  12% 
are    in  the  highest  —  $20,000  or  more.   Since  the  majority  1  ive 
in  multi-person  households,  the  data  indicate  generally  poor 
economic  circumstances. 

We  selected  age  as  a  key  item  to  examine  in  relation  to 
other  demographic  and  disability  characteristics.  As  in  the 
general  population,  women  increasingly  predominate  among  each 
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older  group.   Household  income  was  lower  among  the  older 
subgroups.   That  seems  related  to  living  arrangements,  since  only 
3V.    of  clients  under  45  years  live  alone,  compared  to  47%  of  those 
71-80  years  old,  and  fully  61%  of  those  over  80  years  old. 
Education  shows  an  irregular  pattern  in  relation  to  age,  but  in 
general  the  younger  groups  have  more  -formal  education  than  the 
older.   There  is  no  regular  pattern  in  the  percentage  o-f 
mul t ihand icapped  persons  across  the  five  age  categories,  but  very 
strong  differences  according  to  age  in  aspects  of  vision  loss. 

Clients  under  45  were  much  more  likely  than  successive  older 
groups  to  report  that  their  vision  loss  occurred  suddenly, 
including  those  who  acquired  it  at  birth   (noone  over  70  years 
old  reported  onset  of  vision  loss  at  birth)  .   Among  those  over  80 
years,  it  is  striking  that  two-thirds   acquired  their  vision  loss 
after  the  age  of  65.   The  youngest  group  also  was  much  more 
likely  than  any  of  the  four  older  groups  to  report  "no  usable 
vision".   Each  older  group  was  more  likely  to  report 
deteriorating  vision. 

Older  age  is  related  to  nonpart ic lpat ion  "due  to  vision  or 
health"  for  about  half  of  the  activities  we  covered,  but  the 
differences  are  not  large. 

The  regional  offices  differ  somewhat  in  the  demographic  mix 

of  their  clientele,   e.g.  racial  composition,  probably  explained 

by  residential  patterns.  Arlington  stands  out  for  the  highest 

percentage  of  clients  who  are    better  educated  and  the  highest 

percentage  with  household  income  of  $20,000  or  more. 

CI ients  who  attended  VRCB  were  much  younger  than  those  who 
did  not  —  30%  of  the  former  were  25-45  years  old,  compared  to  8% 
of  the  latter.   Compared  to  non-VRCB,  those  who  attended  include 
more  men  (39%  vs  26%) ;  are    better  educated  (36%  with  some 
college  vs  18%);  and  less  likely  to  live  alone  (18%  vs  30%). 
There  is  no  difference,  however,  in  income  or  race    composition 
between  those  who  did  or  did  not  attend  VRCB . 

C  •    Features  of  Clients''  F'art  ic  lpat  ion  in  VDVH  Programs 

As  is  true  for  the  eligible  population,  the  two  largest 
regions  among  respondents  are    Norfolk  and  Richmond   (58  and  64 
respondents,  respectively).   Roanoke  and  Arlington  were  next  with 
34  and  30  respondents.   Finally,  very  small  numbers  (12  each) 
were  from  the  Bristol  and  Waynesboro  regions.   RT  was  by  far  the 
largest  program,  followed  by  VR ,  and  ILC.   In  our  sample,  16% 
(33  people)   had  attended  VRCB.  Those  proportions  also  match  the 
eligible  study  population.    Only  10%  of  respondents  (N=20)  were 
closed  "unsuccessful",  thus  underrepresent ing  that  group  in  the 
eligible  population. 
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Tne  time  span  o-f  services  was  generally  short:   30%  said 
under  one  year,  almost  all  o-f  them  less  than  six  months;  and  24% 
reported  one  year  up  to  two  years.   Patterns  o-f  -frequency  o-f 
service  were  diverse,  and  probably  varied  -for  individuals  during 
their  period  in  client  status.   It  would  be  better  to  obtain  this 
tvpe  of  information  -from  case  records. 

Although  the  sample  was  de-fined  as  "closed  cases",   -fully 
24%  reported  that  they  are    "currently  receiving  services  -from 
VDVH"  ,  probably  because  some  were  closed  -from  one  program  but 
continued  (or  perhaps  were  newly  opened)  in  another.   This 
largely  explains  the  26%  who  responded  "No"  to  the  question  "Did 
you  -finish  all  the  training  offered  you  by  VDVH?"  ,  since  they  are 
still  receiving  services. 

CI ients  were  asked  about  the  types  of  services  they 
were  "interested  in  receiving,  thinking  back  to  when  they  first 
contacted  VDVH".   Undoubtedly,  clients'  recall  of  priorities  has 
been  influenced  by  their  intervening  experience.   Setting  aside 
those  concerns,  the  results  show  that  initial  interest  in 
"homemaking  skills"  was  most  often  mentioned  (42%),  followed 
closely  by  about  36%  who  named  each  of  the  following:   "Special 
aids  or  appliances";   "assistance  in  communication  skills";  and 
"instruction  in  mobility  skills".   Smaller  but  substantial 
numbers   (27%  and  22%,  respectively)   named  "counselling, 
guidance  and  reierra]     services"  and  "medical  assistance 
(including  low  vision  aids)".   Quite  a  few  (11%  -  15%)  were 
interested  in  "education  services",  "social  and  recreational 
services",  "financial  aid,  including  assistance  in  oPtaining  aid 
from  other  agencies",  and  —  noteworthy  for  this  group  — 
"employment  or  vocational  services".   Finally,  5%  mentioned 
interest  in  "housing  assistance" . 

We  found  that  a  substantial  minority  (31%)  were  interested 
only  in  one  category,  and  an  equal  proportion  were  interested  in 
two  or  three  categories,  leaving  about  one-quarter  with  many 
interests.   Clients  reported  receiving  more  services  than  they 
initially  expressed  interest  in  (partly  but  not  wholly  this  is  a 
function  of  how  VDVH  categorizes  services  contrasted  with  how 
clients  classify  interests).   The  median  number  of  services 
reported  per  individual  was  six,  and  20%  of  respondents  reported 
receiving  10  or  more  services;   by  contrast  only  6%  reported 
receipt  of  just  one  service.   The  services  reported  are    listed  in 
declining  order  of  frequency  of  mention  ranging  from  66%  (use  of 
special  equipment  for  communication,  e.g.  Talking  Book  machine) 
to  3%  (participation  as  Consumer  advisor  in  VDVH). 

The  fact  that  people  generally  received  more  services  than 
they  recall  seeking  initially  does  not  establish  whether  the 
particular  interests  they  had  were  met.   We  found  that  some 
interests  apparently  were  not  met  for  everyone.   Because  our 
comparison  was  necessarily  approximate,  the  results  are  reported 
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only  in  very  general  terms.   The  best  matcn  between  expressed 
initial  interests  and  services  applied  to  "communications 
skills".   By  contrast,  the  -few  clients  seeking  vocational 
services  did  not,  of  course,  receive  them  in  these  nonvocat  ional 
programs . 

We  examined  several  of  the  program  participation  measures 
according  to  whether  clients  were  mul t ihandicapped ,  and 
separately  by  age.   Age  showed  more  impact  on  these  measures. 
Younger  persons  were  somewhat  less  likely  to  have  successful 
closures;  more  likely  to  receive  services  through  VR  and  less 
likely  to  receive  them  through  RT ,  and  as  we  saw  earlier,  were 
much  more  likely  to  attend  VRCB .   Younger  persons  were  also  more 
likely  to  express  a  large  number  ot  services  they  were  initially 
interested  in  receiving,  whereas  the  oldest  rarely  named  more 
than  one  or  two. 

D .   Clients'  Attitudes  toward  VDVH    Services 

We  grouped  the  several  measures  we  obtained  about  clients' 
attitudes  into  sets:   One  set  -focuses  on  the  process  o-f  service 
delivery  —  this  includes:   how  "helpful"  services  they  received 
were;   whether  they  got  the  services  they  wanted;   what 
additional  services  they  would  like;  and  how  "involved  they  were 
in  determining  the  services  they  received".   Another  set  re-fers 
to  "behavioral  outcomes";  it  is  attitudinal  because  clients 
themselves  evaluated  those  outcomes  as  to  whether  "as  a  result  o-f 
the  services  received  -from  VDVH"  ,  the  client  -felt  he/she  had 
gained  in   (a)  sel  -f-con-f  idence ,   (b)  independence,  and   (c)  being 
more  comfortable  in  relationship  with  others.   Finally,  two 
questions  are  more  global :  one  asks  about  general  satisfaction 
with  services;   and  a  hypothetical  question  asks  whether  they 
would  "recommend  VDVH  to  a  friend  in  need  of  similar  help." 

The  overall  picture  is  highly  favorable.   But  since  the  aim 
of  this  study  is  to  provide  VDVH  with  guidelines  not  only  to 
sustain  but  to  improve  quality  services,  it  is  most  useful  to 
look  closely  for  variations  in  clients'  high  ratings,  trying  to 
locate  the  limitations,  and  assess  whether  they  stem  from 
background  factors  or  can  be  clearly  linked  to  service  features. 

As  to  the  service  delivery  process,  specifically  ratings 
of  specific  services  that  were  received.   For  each  service  a 
respondent  mentioned,  he  or  she  was  asked  whether  it  was 
"helpful"  (yes  or  no):   Only  two  services  with  less  than 
nearly-universal  approval  are    found  (low  vision  and  instruction 
in  braille)  and  even  those  were  rated  helpful  by  70%-80% .   We 
found  some  variation  among  respondents  in  terms  of  "helpfulness" 
ratings  when,  instead  of  considering  services  one-by-one,  we 
summarized  the  ratings  individuals  made  of  all  services  they 
received.    The  majority  (.697.)     said  all  services  were  helpful  ; 
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17%  named  one  service  that  was  not  helpful  ;  and  14%  named  two  or 
more  that  were  not  helpful  . 

We  -found  some  evidence  that  both  the  number  of  services  and 
the  "Help-fulness  Index"  ^re  related  to  clients'  reports  o-f 
functional  abilities  —  those  who  received  -fewer  services  or  who 
felt  some  services  did  not  help  more  often  named  activities  that 
they  did  not  do  because  o-f  vision  or  health.  This  is  one  o-f  the 
several  topics  in  these  data  that  would  deserve  closer 
examination,  i-f  resources  permit. 

Another  measure  also  showed  high  ratings,  but  again  less 
than  ideal  :   77%  o-f  respondents  said  they  "got  the  kind  of 
services  they  wanted  -from  vTiVH"  .   This  figure  goes  to  34%  if  we 
leave  out  the  107.    who  did  not  respond.   Whether  clients  got  the 
kind  of  services  they  wanted  is  a  different  matter  from  whether 
they  would  like  additional  services.  Over    one-third  said  they 
would  like  more  services,  and  many  were  usefully  specific  in 
describing  what  they  would  like  to  have.   Unfortunately,  because 
of  our  assurance  of  confidentiality  to  respondents  we  cannot  use 
this  research  information  to  guide  VDVH's  response  to  those 
particular  persons'  needs.   However,  a  description  of  those  unmet 
needs  is  provided  in  the  Appendix   (without  identifying 
individuals)  in  the  hopes  that  it  will  prove  useful  in  future 
service  delivery.   Note  that  some  of  the  needs  may  not  be 
appropriate  to  VDVH's  mission,  but  presumably  can  be  handled 
through  referrals. 

The  measure  of  involvement  in  determining  services  revealed 
greater  variation:   Just  half  of  the  respondents  said  they  were 
"involved  a  lot",  2B7.    said  "somewhat  involved",  and  22%  said  "not 
involved"   (excluding  the  16%  who  said  "Don't  Know"  or  did  not 
answer).   The  most  positive  perceived  impact  of  services  was  on 
self-confidence  —  57%  of  those  responding  said  they  had  gained 
"much  more  self-  confidence";  28%  "  a  little  more";  and  15%  "no 
additional".   Somewhat  fewer  respondents  chose  the  most  favorable 
category  on  the  two  other  behavioral  outcomes:   43%  said  they 
gained  "a  great  deal  of  independence" ;   38%  "some"  ;  and  18%  "no 
independence".    The  responses  on  "gain  in  comfort  in 
relationship  with  others"  were  similar  —  from  most  to  least  they 
were  :   44% ;  32% ;  and  24% . 

Next,  we  review  the  measures  of  general  satisfaction. 
On  a  four-category  rating  of  satisfaction,  only  3%  were  "very 
dissatisfied"  and  3%  "somewhat  dissatisfied".   Thus,  the  first 
conclusion  is  that  fully  94%  were  satisfied.   However,  there  is 
variation  among  them:   63%  (a  substantial  but  not  overwhelming 
majority)  said  they  were  "very  satisfied",  leaving  one-quarter 
who  said  they  were  only  "somewhat  satisfied". 

Finally,  we  found  that  fully  98%  of  those  who  responded  said 
that  they  would  recommend  VDVH  if  a  friend  had  similar  needs. 
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Because  the  question  -format  allowed  -for  a  distinction  between 
those  who  would  "recommend  strongly"  or  "with  some 
qualifications",  it  is  striking  that  only  6V.    chose  the  latter 
response.   This  is  certainly  an  overwhelming  positive  response, 
but  we  introduce  the  skeptic's  note  by  pointing  out  that, 
realistically,  in  Virginia  there  is  no  system  of  private 
blindness  agencies,  and  there-fore  no  other  possible  source  -for 
such  services. 

The  analyses  we  were  able  to  carry  out  using  the 
"involvement  measure"  are    provocative.   They  show,  -first  o-f  al  1  , 
that  clients'  perception  o-f  whether  they  were  highly  involved  in 
determining  services  is  strongly  related  to  the  gains  they 
perceived  they  made,  especially  in  sel  f-conf  idence  and 
independence   (slightly  less  related  to  gain  in  comfort  in 
rel at lonsh ips) . 

Involvement  is  also  highly  related  to  satisfaction  with 
services.  There  is  an  even  stronger  relationship  between 
involvement  and  whether  clients  said  they  got  the  services  they 
wanted.   The  "uninvolved"  were  also  more  likely  than  the  "highly 
involved"  to  say  they  wanted  additional  services,  but  the 
difference  was  smaller,  since  many  of  the  latter  also  wanted  more 
services . 

Considering  how  significant  involvement  seems  to  be,  we  feel 
it  would  be  important  to  spend  considerably  more  time  than  was 
available  to  examine  all  of  its  correlates.   For  example,  we  find 
that  there  are    differences  in  involvement  according  to  service 
settings:   more  of  the  clients  who  attended  VRCB  felt  highly 
involved  (70%)  than  clients  who  did  not  attend  (377.    felt  highly 
involved).   Regional  offices  also  differed  somewhat  on  reported 
involvement  (the  widest  difference  however  appeared  between  the 
two  smallest  offices,  where  the  sample  percentage  distributions 
are    less  dependable) . 

But  the  story  only  begins  there,  because  we  also  find  that 
age  is  strongly  related  to  involvement:   among  the  youngest 
clients  (25-45  years)  54%  felt  highly  involved,  whereas  among  the 
oldest  (81  years  or  older),  only  19%  felt  highly  involved.   Some 
other  demographic  factors  are  related  to  sense  of  involvement 
(notably,  higher  educational  level  )  ;   others  are    not  (race)  . 
Mul t ihandicapped  status  is  not  related  to  involvement. 

For  program  planning  purposes,  it  would  be  important  to  know 
whether  involvement  can  be  increased  among  the  currently 
less-involved  groups  (and  more  precisely,  who  those  groups  are), 
or  whether  there  are    more    powerful  negative  influences  stemming 
from  their  social  settings,  which  would  be  extremely  hard  for  the 
VTiVH  service  delivery  system  to  overcome. 
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Further  analysis  of  these  data  might  provide  more  insight 
into  this  crucial  matter.   Beyond  that  however  these  -findings  in 
regard  to  clients'  sense  of  involvement  seemingly  merit,  and 
probably  require,  a  study  that  is  designed  specifically  to 
explore  what  was  only  one  topic  in  the  wide-ranging  interview 
results  reported  here. 
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PART  II 

TELEPHONE  SURVEY  OF  CLIENTS 

WHO  RECEIVED  NONVOCATIONAL  SERVICES 

FROM  THE  VIRGINIA  DEPARTMENT  FOR  THE  VISUALLY  HANDICAPPED 

Prepared  by  the  Social  Research  Department 
American  Foundation  for  the  Blind 

Corinne  Kirchner,  Ph.  D. ,  Director 
Rochelle  Kern,  Ph.  D.  ,  Project  Associate 

I.   Introduction 

An  important  part  of  evaluating  services  is  to  consider  what 
clients  think  of  them,  and  a  good  way  to  find  out  is  simply  to 
ask.  But  "simply  asking"  is  not  so  simple  — who  asks  whom  and 
how  the  questions  are  posed  affect  results.  This  report  begins 
with  a  description  of  our  "asking  process".  By  providing  details 
of  our  methods  we  hope  to  help  users  of  the  survey  results  apply 
their  best  critical  judgment. 

After  the  asking  process  has  been  evaluated,  the  users'  task 
of  critical  reading  is  not  complete.  First,  they  must  constantly 
remind  themselves  that  the  results  refer  to  clients'  perceptions. 
Easy  to  do  when  questions  deal  with  opinion  (for  example, 
"satisfaction  with  services")  ,  but  harder  to  keep  in  mind  with 
questions  of  "fact",  such  as  health  conditions  or  where  services 
were  received.  In  this  report,  we  take  some  "facts"  from  agency 
records,  and  others  from  clients'  reports.  When  they  differ,  one 
is  not  necessarily  "right"  and  the  other  "wrong";  more  likely, 
and  more  informative,  is  the  view  that  the  sources  differ  in 
their  "definitions  of  the  situation". 

Second,  users  must  consider  many  factors  besides  features  of 
the  services  that  affect  clients'  perceptions.  We  will  show  how 
certain  social  and  disability  characteristics  of  clients  seem  to 
influence  their  responses  (while  others  do  not) .  We  unfold  the 
results  almost  as  if  telling  a  story,  adding  more  and  more  pieces 
to  a  complicated  plot.  But  this  is  messy  reality,  not  a  neat 
piece  of  fiction.  Readers  must  work  at  keeping  lots  of  facts  in 
mind. 

More  than  memory  is  involved;  interpretation  of  results  is 
a  demanding  task.  Readers  should  study  data  tables  themselves, 
to  see  if  they  agree  with  the  analysts'  impressions  and 
conclusions.  "Insider  knowledge",  i.e.  the  experience  of  the 
service  providers,  helps  a  lot  but  so  does  an  "outsider's"  (the 
researcher's)  fresh  perspective. 
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Section  VI,  below,  gives  pointers  to  help  in  all  these 
tasks.  Ultimately,  however,  the  writers  of  this  report  at  best 
could  do  only  part  of  the  job,  the  readers  do  the  rest. 


II.   Sample  Selection  and  Response 

A.  Sampling;  Frame  —  To  begin,  VDVH  compiled  a  list  of  562  names 
of  clients  "closed"  in  the  year  prior  to  the  study.  A  letter  was 
sent  by  VDVH  to  each  of  these  former  clients  explaining  the  study 
and  asking  for  a  response  (via  a  pre-stamped,  pre-addressed 
postcard)  if  they  did  not  wish  to  be  contacted  for  a  telephone 
interview  by  AFB.  VDVH  then  reviewed  the  list  to  omit  names  of 
clients  who  had  returned  a  postcard  (i.e.  refusals)  and  then  sent 
the  list  to  us.  (see  Appendix) .  The  list  we  received  from  VDVH 
contained  the  following  information: 

o  Regional  office; 

o  Sex  (inferred  from  name,  or  indicated  as  "male"  or 
"female"  if  the  name  was  removed  for  refusals) ; 

o  "Program"  (we  use  the  term  "program"  to  refer  to  VR, 
RT,  ILC,  or  VRCB.  A  few  people  were  shown  in  two  of  the  first 
three  programs;   VRCB  always  was  combined  with  another) ; 

o  "Closure  status"  (code  26  for  "successful";  28  for 
"unsuccessful") ; 

o  "Moved"  or  "deceased"  — information  obtained  from 
returns  of  VDVH's  mailing. 

We  intended  to  apply  stratified  random  sampling  design  to 
reduce  the  list  to  250-3  00  for  completed  interviews. 
Considerable  work  went  into  analyzing  the  list  and  designating 
sampling  rates  to  yield  sufficient  numbers  within  potential 
analytic  categories. 

B.  Response-  In  practice,  after  the  interviewing  effort  began, 
telephone  numbers  provided  by  VDVH  proved  effective  for  such  a 
small  portion  of  the  designated  sample  that  we  decided  to  contact 
every  available  name.  There  were  no  refusals  at  that  stage.  The 
resulting  total  of  respondents  was  210  (or  39%  of  the  "effective 
population") . 

C.  "Effective  population"  and  "Refusals"  -  As  in  many  studies, 
the  analysis  of  "nonrespondents"  is  complicated.  First,  people 
who  had  died  or  were  unreachable  between  VDVH's  compiling  the 
initial  list  and  their  attempted  contact  were  dropped  from  the 
definition  of  the  eligible  population. 

Post  office  returns  from  the  VDVH  mailing  showed  6  persons 
deceased  and  13  "moved-  no  forwarding  address"  (some  of  the 
latter  may  have  died) ,  reducing  the  "effective  population"  to  54  3 
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people.   We  suspect  that  some  of  those  unreachable  in  the  next 
stage  also  had  moved  or  died. 

"Active  Refusals"   (postcards)  were  received  by  VDVH  from 
127  people,  or  23%  of  the  effective  population  —  differing 
slightly  by  region  from  19%  (Bristol)  to  30%  (Arlington) . 

D.    Tests  from  Nonresponse  bias —  Of  the  items  known  initially, 
closure  status  seemed  most  relevant  for  testing  possible  non- 
response  bias.   We  assume  that  people  with  unsuccessful  closure 
had  more  negative  experiences  and  opinions. 

We  found  that  unsuccessful  closures  were  19%  of  the 
effective  population  and  21%  of  "active  refusals",  a  difference 
too  small  to  worry  about.   However,  barely  10%  of  respondents 
were  "unsuccessful",  meaning  that  people  lost  in  "pursuit"  (i.e., 
pursuing  VDVH  phone  numbers)  included  a  much  larger  percentage  of 
"unsuccessful  closures".   This  suggests: 

(1)  the  reasons  some  people  were  not  traceable  may  be 
related  to  their  unsuccessful  closure;  and 

(2)  the  study  results  may  be  biased  toward  favorable 
evaluations  (if  our  assumption  about  opinions  held  by  people  with 
unsuccessful  closures  is  correct  —  see  findings  below) ; 

and  finally, 

(3)  the  bias  from  this  source  is  probably  small. 

We  also  could  examine  nonresponse  bias  by  sex,  although  we 
had  no  specific  hypothesis  about  how  sex-role  would  affect 
client's  evaluations.   In  fact  there  was  no  difference  in  the  sex 
composition  of  the  effective  sample,  active  refusals,  or 
respondents  (each  group  contained  about  29%  males) , 

Finally,  we  could  examine  nonresponse  by  program  and  by 
region.   Again,  we  had  no  hypotheses  about  how  these  differences 
might  be  related  to  evaluations. 
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We  found  the  following: 

Effective  Interviewed 

By  Program:              Population  Respondents 

(Base  N  =  543)  (Base  N  =  210) 

VR 27%  24% 

RT 68%  74% 

ILC 7%  8% 

VRCB 12%  16% 

(Note:   Totals  are  more  than  100%  because  some  clients  were 
enrolled  in  more  than  one  category) 


By  Region: 


14% 
6% 
28% 
30% 
16% 
6% 


Total     100%  100% 


Arlington  - 

15% 

Bristol  

11% 

Norfolk 

28% 

Richmond 

26% 

Roanoke 

15% 

Waynesboro 

5% 

Neither  of  these  patterns  shows  any  important  differences  to 
affect  the  analysis. 

III.   Design  of  Client  Questionnaire 

For  any  questionnaire  to  "work",  i.e.,  to  collect 
information  reliably,  it  must  be  designed  to  fit  the  situational 
requirements  in  which  it  will  be  used.   In  this  study,  the  Client 
Questionnaire  (CQ)  was  to  be  used  in  a  one-time  telephone 
interview  from  the  offices  of  VDVH  by  interviewers  hired 
specifically  for  this  task.   We  needed  a  questionnaire  that  could 
be  easily  coded  for  data  analysis;  would  take  no  more  than  45 
minutes  to  conduct;  and  would  be  appropriate  for  this  population 
—  predominantly  older  persons  who  are  partially  sighted  or 
blind,  many  with  additional  physical  and/or  psychological 
disabilities.   We  were  interested  in  asking  about  some  "factual" 
topics  and  also  concerned  with  learning  client's  ideas  and 
feelings. 

The  CQ  was  designed,  then,  mainly  as  closed-ended,  i.e. 
questions  were  asked  and  a  series  of  answer  categories  presented 
as  options  from  which  to  choose.   This  allowed  interviewers  to 
move  through  the  interview  efficiently,  and  increased  reliability 
by  standardizing  the  questions  as  much  as  possible.   In  addition, 
it  allowed  for  easier  data  entry  since  answers  were  already 
grouped  into  discrete  categories.   However,  every  question 

II-4 


allowed  for  an  "other"  category  if  the  respondent  felt  the 
options  offered  did  not  apply,  and  interviewers  wrote  down 
comments  explaining  the  "other"  response,  or  any  qualifications 
to  standardized  categories.   Also,  a  few  open-ended  questions 
were  included  to  assure  that  clients  would  be  able  to  express 
their  perceptions  in  their  own  words. 

The  CQ  was  designed,  substantively,  to  address  the  initial 
"request  for  proposal",  as  further  specified  by  Commissioner 
McCann  and  staff  in  an  early  meeting  with  AFB  research  staff. 
McCann  expressed  the  concerns  in  terms  of  a  growing  population  of 
visually  impaired  nonvocational  clients  whose  unmet  and  emerging 
needs  must  be  identified  and  evaluated  in  order  to  contribute  to 
the  future  direction  of  VDVH  as  a  quality  service  provider. 

Initial  drafts  of  the  questionnaire  were  reviewed  by  VDVH 
staff  and  other  AFB  staff,  whose  suggestions  were  incorporated 
wherever  feasible.   Time  constraints  prevented  pre-testing  with 
members  of  the  target  population;   however,  it  was  pre-tested  for 
clarity  and  flow  with  a  few  colleagues.   Furthermore,  several 
questions  had  been  successfully  used  in  studies  with  similar 
populations  either  by  AFB  (cf.  Arizona  Statewide  Needs  Assessment 
Project  -  "A-SNAP"  -  interview  with  visually  impaired  and  blind 
persons)  or  others  (cf.  Richard  T.  Roessler,  Strategies  for 
Evaluating  Independent  Living  Programs.  U.  Of  Arkansas:   Arkansas 
Rehabilitation  Research  and  Training  Center,  1981,  especially  for 
client  satisfaction  measures.) 

The  CQ  included  questions  to  be  asked  bv  the  interviewers, 
and  some  addressed  to  the  interviewers.   (see  Appendix  1  for  a 
complete  copy) .   The  latter  included  a  cover  "Face  Sheet"  (with 
client's  name;  telephone;  regional  office;  if  any  proxy,  name  and 
relationship  to  client;  date  and  time  interview  began)  and  a 
final  "Interview  Report  Form"   (time  interview  ended;  extent  of 
proxy  involvement,  or  others  apparently  present;  assessment  of 
respondent's  cooperativeness;  difficulties  with  any  specific 
questions;  any  additional  comments  about  the  interview) . 

The  main  part  of  the  CQ  of  course  was  directed  to  the 
client.   First  the  interviewer  identified  her/himself  and  read  a 
brief  standard  introduction,  explaining  what  the  client  could 
expect  in  the  interview,  confidentiality,  and  the  voluntary 
nature  of  participation,  and  answering  any  initial  questions  the 
client  might  have.   (See  section  VI  below  for  a  review  of 
questions  organized  by  analytic  purposes.) 

IV.  Selection  and  Training  of  Interviewers 

Interviews  were  conducted  over  a  10-day  period  in  the 
evenings  in  late  fall  1986  (November  24,  25,  December  1-5  and  8- 
10)  using  phones  in  VDVH's  Richmond  headquarters.   The  interview 
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team  consisted  of  a  Study  Supervisor,  eight  interviewers  and  an 
"Advance  contact"  person.   The  latter  was  recruited  by  VDVH;  her 
job  was  to  telephone  clients  to  set  up  appointments  so  that 
interviewers  could  work  efficiently  when  they  arrived  in  the 
evening. 

The  rest  of  the  team  was  screened  and  selected  by  AFB's 
Project  Coordinator,  Mr.  Ruch,  following  a  contact  (provided  by 
VDVH)  to  a  faculty  member  at  Virginia  Commonwealth  University  who 
circulated  a  memo  inviting  applications  to  meet  with  Mr.  Ruch. 
As  Team  Supervisor,  Mr.  Ruch  selected  a  highly-recommended 
research  assistant  of  the  faculty  member.   With  the  latter' s 
advice,  and  based  on  personal  interviews  with  Mr.  Ruch,  eight 
graduate  students  were  chosen.   All  were  well-qualified  with 
backgrounds  in  public  policy  research  and  education,  and  prior 
experience  as  interviewers.   The  competence  of  the  team  shows  in 
the  efficiency  with  which  interviews  were  conducted,  and 
especially  in  the  detailed  and  careful  interviewer  notes  which 
greatly  adds  to  the  quality  of  the  data  collected. 

Training  was  provided  by  AFB's  Project  Associate,  Dr.  Kern, 
who  met  with  the  team  for  an  afternoon  immediately  prior  to  first 
interviews.   The  basis  for  the  training  was  an  extensive  written 
document  "Client  Interview  Specifications"   (see  appendix  2)  that 
provided  both  general  interviewing  rules  and  specific  information 
on  each  item.   Copies  were  distributed  for  continuing  reference. 
Dr.  Kern  then  spent  the  first  evening  of  client  interviews  on- 
site,  providing  feedback  to  the  Team  supervisor  and  interviewers, 
identifying  problems  that  emerged  in  the  initial  interviews, 
reviewing  completed  interviews,  and  establishing  with  the 
Supervisor  procedures  to  be  used  in  editing  all  completed 
interviews.   For  each  of  the  remaining  nights  of  interviewing, 
Dr.  Kern  (and  occasionally,  Dr.  Kirchner)  were  in  telephone 
contact  with  the  Team  Supervisor  and  VDVH  staff  to  monitor 
progress  and  deal  with  any  additional  problems  that  arose. 

V.   The  Interviewing  Process 

The  interviews  generally  went  very  well,  took  less  time  on 
average  than  we  had  anticipated,  and  were  extremely  productive. 
The  only  general  problem  was  the  large  number  of  inaccurate 
initial  phone  numbers. 

About  90%  of  the  interviews  were  conducted  with  the  client 
only;   5%  with  a  proxy  only;   3%  with  both  client  and  proxy;  and 
2%  information  missing  on  this  point.   In  approximately  72%  of 
interviews  the  client  seemed  to  be  alone  in  the  room;  in  8% 
someone  was  definitely  in  the  room  with  the  client;  in  14%, 
someone  was  probably  in  the  room;  and  the  rest  unknown.   Only 
four  interviews  were  done  in  sections  or  were  "break-offs"  (due 
mainly  to  fatigue  or  other  health  problems;  since  they  covered 

II-6 


more  than  half  the  items,  all  were  included  in  the  210  for 
analysis) . 

No  one  was  rated  by  interviewers  as  "very  uncooperative"  (on 
a  four-point  scale);  1%  were  rated  as  "somewhat  uncooperative"; 
5%  were  rated  "somewhat  cooperative";  and  92%  were  rated  "very 
cooperative"  (remainder  unknown) .   On  about  15%  of  the 
interviews,  the  interviewers  noted  some  difficulties  with 
specific  questions  or  the  interview  process.   These  observations 
will  be  very  valuable  in  designing  future  studies,  but  we  do  not 
find  any  patterns  sufficient  to  affect  the  present  analysis. 

VI.   Notes  on  Presentation  of  Results 

A.  Percentages  and  base  numbers-   For  each  tabulation  we  show 
the  number  (N)  of  people  in  each  response  category;  another 
version  shows  the  percentage  distribution,  always  based  on  the 
total  N  for  the  column  category. 

Although  we  never  compute  percentages  for  base  Ns  of  fewer 
than  10  people,  some  groups  are  small.  For  example,  there  were 
only  12  respondents  each  from  the  Bristol  and  Waynesboro  regions. 

Small  base  Ns  yield  "volatile"  percentages  because  a  shift 
in  response  by  only  one  or  two  people,  for  whatever  reason,  could 
radically  alter  the  percentage  distribution,  whereas  when  the 
base  N  is  large,  such  small  changes  would  not  notably  alter  the 
distribution  (and  the  conclusion  drawn  from  it) . 

B.  Inferring  'significance'  of  findings-  The  method  of 
selecting  respondents  was  such  that  statistical  tests  of 
significance  are  unnecessary.   Technically  they  would  be 
inappropriate.   Such  tests  are  often  misunderstood  as  revealing 
something  about  the  practical  importance  of  findings.   Their 
correct  use  is  with  random  sampling  in  order  to  judge  whether  the 
same  results  would  appear  with  another  sample  drawn  by  the  same 
technique.   Thus,  even  a  tiny  percentage  difference  —  say,  1% 
difference  between  regions  in  clients'  satisfaction  —  which  is 
too  small  for  policy  significance,  could  be  statistically 
significant. 

The  following  chart  reveals  the  rule-of-thumb  we  use  to 
discuss  the  relative  importance  of  percentage  differences  (when 
subgroups  are  compared)  or  of  majority/minority  groups  (when 
frequency  distributions  for  the  whole  group  are  described) : 
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Percentage  difference  Examples  of 

(between  subgroups,  or  from  the  mid-  Descriptive 

point  in  frequency  distributions)  Terms 

Less  than  10%  "No  difference" 

10%  -  20%  "Small",  "slight", 

"some",  "noteworthy" 
difference 

20%  -  30%  "Moderate",  "considerable" 

"very  noteworthy",  "substan- 
tial" difference 

30%  or  more  "Large",  "important",  "very 

substantial",  "major"  dif- 
ference 

We  use  this  guideline  flexibly.   Thus  if  patterns  are 
regular  across  ordered  categories  (such  as  categories  of  age) ,  we 
mention  them  even  if  differences  are  somewhat  smaller  than  in  the 
chart;  conversely,  we  treat  larger  but  irregular  patterns  as 
showing  no  difference  in  relation  to  that  factor.   Because  we 
present  all  the  data,  readers  can  use  different  guidelines  to 
judge  the  findings,  if  they  wish. 

C .   Organizing  Groups  of  Items  (variables)  for  Analysis-  An 
analogy  helps  to  prepare  the  way.   Think  of  the  responses  to 
questionnaire  items  as  blocks  available  to  build  a  structure. 
They  can  be  combined  in  various  ways,  although  there  are 
constraints  that  stem  both  from  the  nature  of  the  items  and  the 
distribution  of  responses.   That  is  why  the  process  of 
questionnaire  design  was  critical  (Section  III) ,  but  also  why 
some  analysis  decisions  had  to  wait  for  results  to  be  in. 

How  people  differed  in  their  answers  to  particular  questions 
determined  how  the  question  could  be  used  in  analysis.   If  nearly 
all  agreed  on  one  response  category,  that  question  (while  the 
results  are  interesting  in  themselves)  is  of  no  further  use  to 
help  explain  other  items  on  which  respondents  differ. 

As  suggested  earlier,  the  secruence  of  items  that  appears  in 
the  questionnaire  was  determined  by  the  requirements  of 
interviewing.   The  sequence  of  their  use  in  the  structure  of  our 
analysis  is  a  separate  matter.   To  build  the  structure  we  grouped 
broad  sets  of  items,  and  subsets  within  them.   The  groupings  are 
meaningful  from  both  policy  and  sociological  points  of  view,  but 
they  are  not  the  only  meaningful  groupings  possible.   Certain 
items  could  readily  be  placed  in  more  than  one  heading  of  our 
framework . 
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The  broadest  grouping  is  between  (1)  "background 
characteristics"  and  (2) "program  related  characteristics" 
subdivided  as  follows,  with  examples  of  measures: 

(1)  Background  characteristics: 

A.  Disability-related 
o  amount  of  usable  vision 
o  age  at  onset  of  vision  loss 
o  years  since  onset  of  vision  loss 
o  other  limiting  health  condition  (i.e., 

multihandicapped  or  not) 
o  vision  loss  gradual  or  sudden 
o  cause  of  vision  loss  (accident/ injury 

versus  illness) 
o   stability  of  vision  status 
o  performance  of  daily  living  tasks 

B.  Demographic 
o  Age 
o  Sex 
o  Race 

o  Highest  level  of  education 

o  Household  income 

o  Living  arrangement  (alone  vs.  with  relatives 

vs.  group  residence) 

(2)  Program-related 
A.   Program  participation 

1.  VDVH  classifications 
o  Regional  office 

o  Type  of  program  (VR,RT,ILC,VRCB) 
o  Closure  status 

2.  Features  of  service  delivery 
o  Source  of  referral 
o  Time  span  of  services 
o  Frequency 

o  Whether  completed  training 

o  Initial  interest  in  types  of  services 

o  Types  of  services  received 

B.    Attitudinal  "outcomes"  of  services 

o  Satisfaction 

o  Would  recommend  to  a  friend? 

o  Got  services  wanted 

o  Additional  services  wanted 

o  How  involved  in  determining  services 

o  Helpfulness  of  specific  services 

o  Self-confidence  gained 

o  Independence  gained 

o  Comfort  in  relating  to  others  gained 
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In  the  discussion  below,  we  sometimes  refer  to  a  set  of  items  by 
the  terms  used  for  grouping  them;  refer  back  to  this  list  if 
necessary  to  be  clear  about  the  types  of  specific  measures 
included. 

Another  important  decision  in  building  this  structure  was 
whether  to  organize  it  primarily  according  to  VDVH 
classifications  (regional  office,  program  type,  or  closure 
status) ,  and  secondarily  to  report  background  and  outcome 
variables  within  those  headings  —  or  to  do  the  reverse.   Either 
way  has  a  rationale,  and  in  fact  the  same  data  are  used.   But  the 
choice  makes  a  difference  for  the  dominant  impressions  that  are 
conveyed . 

The  rationale  for  giving  priority  to  analysis  by  VDVH 
classifications  is  that  those  are  the  headings  that 
policy/program  planners  use.   We  are  of  course  committed  to  make 
this  document  policy-relevant,  but  we  have  chosen  the  alternative 
approach  as  more  "responsible"  in  terms  of  the  complexities  of 
interpreting  results. 

Let  us  explain.   For  example,  if  we  were  to  start  with  a 
comparison  of  regional  offices,  the  reader  is  likely  to  attribute 
differences  in  clients1  attitudes  toward  services  to 
organizational  features  of  those  offices.   That  may  or  may  not  be 
a  valid  inference.   Clients  might  differ  in  their  backgrounds  or 
other  features  that  independently  affect  those  attitudes,  but  are 
outside  the  control  of  the  organization.   We  feel  that  these  data 
contain  enough  evidence  of  client  background  influences  (and 
insufficient  data  to  carry  out  multivariate  analyses  that  help  to 
clarify  causal  relationships)  that  the  background  features  should 
be  presented  first.   As  noted,  we  will  also  present  the  analyses 
according  to  VDVH  classifications.   But  we  have  concluded  that 
with  this  approach  the  reader  will  be  better  able  to  put 
organizationally-linked  differences  into  context. 

VII.   Findings  from  the  Survey 

A.   Disability-related  characteristics- 

1.   Statewide  overview 

a.   Multiple  handicap-  Among  the  more  noteworthy 
features  of  the  survey  group  —  all  of  whom  had  been  identified 
for  service  because  of  visual  disability  —  is  the  sizeable 
majority  (67%)  reporting  other  health  conditions  that  "seriously 
limit"  their  daily  activities.   Since  we  presume  that  multiple 
handicaps  were  a  major  basis  for  offering  nonvocational  rather 
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than  vocational  services,  the  finding  is  not  surprising.   (See 
Table  1  for  this  and  related  findings  on  a  statewide  basis.) 
Indeed  it  may  be  more  surprising  that  as  many  as  3  3%  did  not 
report  another  handicapping  condition  —  and  that  this  percentage 
was  the  same  for  clients  over  and  under  the  usual  retirement  age 
of  65  years  (data  shown  later) . 

(Note:   We  use  quotation  marks  to  show  actual  wording  used  in  the 
interview,  except  that  the  third-person  pronoun  is  used  here.) 

The  types  of  other  health  condtitions  mentioned  were  highly 
diversified.   Only  four  of  the  conditions  specified  in  the 
questionnaire  elicited  noteworthy  percentages  and  only  one  was 
large,  as  shown  next: 

Diabetes 30% 

Arthritis 18% 

Orthopedic  disability  (non-amputee) 13% 

Hearing  loss 13% 

Respondents  volunteered  a  few  conditions  that  were  more 
frequent  than  some  of  the  items  on  the  list  read  to  them.   About 
3%  -  5%  mentioned  heart  conditions;  high  blood  pressure  or 
hypertension;  or  kidney  conditions  (  sometimes  in  combination) . 

Each  of  the  other  conditions,  whether  volunteered  or  on  the 
list,  was  cited  by  fewer  than  4%  (cerebral  palsy,  polio,  and 
muscular  dystrophy  drew  no  responses  in  this  group.)   Several  of 
the  listed  but  infrequently-named  conditions  carry  social  stigma 
that  presumably  inhibits  their  mention  in  an  interview  (e.g. 
mental  retardation,  mental  illness,  drug  addiction) . 

Among  the  multihandicapped  respondents,  it  was  common  that 
not  one  but  two  or  more  conditions  (in  addition  to  vision  loss) 
were  cited  (41%  named  one  other  condition,  38%  named  two,  and  20% 
named  three  or  more.) 

A  large  majority  (71%)  of  multihandicapped  clients  believed 
that  their  vision  loss  rather  than  the  other  condition (s)  "most 
seriously  limits  their  daily  activities".   (A  note  of  caution: 
Perhaps  this  reflects  the  study's  context,  at  least  to  some 
extent.   For  example,  if  the  question  had  appeared  in  a  study 
sponsored  by  the  American  Heart  Association,  some  people  who 
mentioned  heart  conditions  might  have  emphasized  that  condition 
over  vision  loss.) 

b.   Visual  loss-  One-fifth  (20%)  of  respondents  reported 
they  had  "no  usable  vision"  whereas,  by  contrast,  nearly  the  same 
percentage  (16%)  said  they  had  "quite  a  lot  of  usable  vision". 
The  remaining  majority  (61%)  reported  "very  little  usable  vision" 
(2%  no  answer) . 
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Very  few  (7%)  respondents  felt  their  vision  was  improving; 
the  remainder  were  almost  evenly  split  between  those  who  felt 
their  vision  was  "staying  the  same"  (48%)  and  those  who  siad 
"getting  worse"  (45%) . 

We  cross-tabulated  these  items  and  found  that  about  one- 
third  (31%)  of  clients  with  "a  lot"  of  vision  felt  it  was  getting 
worse;  about  the  same  portion  as  among  those  who  report  they  have 
no  usable  vision  (presumably,  they  had  light  perception) .   Just 
over  half  of  the  group  with  "very  little  vision"  felt  it  was 
getting  worse. 

The  overwhelming  majority  (about  85%)  of  the  causes  of 
vision  loss  were  attributed  to  "illness"  (including  such  things 
as  cataracts)  rather  than  to  accident  or  injury.   It  is  difficult 
for  us  to  be  precise  here  because,  as  is  common  when  patients  are 
asked  about  health  conditions,  some  clients  were  not  certain  of 
diagnosis  or  did  not  classify  it  the  same  way  as  professionals 
do.   Thus,  many  respondents  said  "other"  cause  rather  than 
"illness"  or  "accident/ injury" ;  but  then  they  specified 
cataracts,  detached  retinas,  brain  tumor,  and  so  on,  which  we 
consider  to  be  (and  have  recoded)  in  the  "illness"  category. 

In  view  of  the  predominance  of  illness  rather  than  injury 
among  causes,  it  is  not  surprising  that  a  considerable  majority 
(75%)  of  clients  perceived  their  vision  loss  as  "gradual"  rather 
than  "sudden"  (23%) .   Among  the  latter  are  the  small  percentage 
(7%)  who  were  blind  from  birth. 

Considering  age  at  onset,  besides  those  blind  since  birth, 
the  same  small  percentage  (7%)  lost  their  sight  before  adulthood 

(under  21  years) .   A  notable  minority  (20%)  lost  their  sight  as 
young  adults  (21-45  years) ,  leaving  a  considerable  majority  (62%) 
who  were  middle-aged  or  elderly  at  onset  of  vision  loss 

(specifically,  37%  were  between  46-65  years,  and  25%  were  over  65 
years.)   A  question  worth  pursuing  in  future  research  is  whether 
many  in  the  later  working  ages  withdrew  or  were  discouraged  from 
employment  goals  because  of  their  sight  loss. 

We  calculated  the  number  of  years  respondents  had  lived  with 
vision  loss  (subtracting  "age  at  onset"  from  current  age) .   The 
detailed  distribution  (not  included  here)  shows  that  only  one 
person  was  disabled  within  the  past  year  and  only  about  14%  had 
been  visually  disabled  two  or  three  years.   Since  our  interview 
came  about  a  year  after  their  cases  were  "closed",  VDVH  services 
must  have  begun  very  close  to  onset  of  loss  for  those  few. 

For  most,  however,  services  probably  began  much  later.   (The 
data  we  have  on  time  span  of  services  is  not  precise  enough  to 
draw  strong  conclusions) .   About  3  0%  of  respondents  have  been 
severely  visually  impaired  for  5-10  years,  leaving  almost  half 
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(48%)  who  reported  more  than  10  years  since  onset.   We  will  show 
later  that  time  span  of  services  is  generally  much  shorter. 

(Important  insights  into  service  delivery  issues  could  emerge 
from  considering  clients  who  have  recent,  especially  if  sudden, 
vision  loss  as  compared  with  other  clients.   In  this  sample  the 
number  of  people  in  the  first  type  is  too  small  to  make  the 
comparison) . 

c.   Functional  Abilities-  We  asked  in  some  detail  about 
activities  of  daily  living.   For  13  topics  ranging  from  personal 
grooming  to  attending  public  events,  we  asked  whether  the 
respondent  usually  does  it  "on  your  own  with  little  or  no 
difficulty",  or  "with  difficulty  or  aid  from  someone  else",  or 
does  not  do  it  "because  of  vision  loss  or  some  other  health 
problem",  or  finally,  does  not  do  it  for  other  reasons. 

This  set  of  functional  limitation  measures  had  previously 
been  used  in  the  "needs  assessment"  AFB  conducted  along  with 
public  and  private  blindness  rehabilitation  agencies  in  Arizona. 
For  the  present  study,  further  analysis  of  these  items  could  be 
useful  for  assessing  unmet  needs,  taking  into  account  that  the 
responses  represent  a  group  who  have  already  received  services 
and  are  considered  "closed  cases"  (a  few,  we  show  below,  were 
closed  from  one  program  but  are  still  receiving  service  in 
another) .   A  later  section  examines  how  these  responses  are 
related  to  the  number  and  helpfulness  of  services.   Conclusions 
must  be  speculative  because  there  was  no  basis  for  comparison 
with  responses  obtained  before  service  delivery  (nor  data  from  a 
"control  group"  of  people  with  the  same  characteristics  who  did 
not  receive  services.) 

We  will  focus  here  on  clients  who  said  vision  or  other 
health  problems  prevent  them  doing  the  activity.   But  first  a 
note  on  activities  some  clients  do  not  do  for  other  reasons. 
That  was  generally  a  rare  response,  with  noteworthy  exceptions. 

A  large  number  (30%)  said  they  do  not  "Attend  public  events 
(such  as  concerts,  movies)";  a  substantial  number  (20%)  do  not 
engage  in  "Hobbies,  (e.g.  knitting,  music)";  and  a  notable  few 
(10%)  do  not  "Visit  or  entertain  friends  or  relatives"  —  all  of 
those,  recall,  are  for  reasons  other  than  health  or  disability. 
Further  analysis  should  consider  these  responses  in  relation  to 
living  arrangements,  in  order  to  check  our  impression  that  this 
is  a  rather  socially  isolated  subgroup. 

In  addition,  small  percentages  (7-10%)  generally  did  not  do 
"Household  Chores  (e.g.  laundry,  cleaning)"  or  "Preparing  meals"; 
those  are  traditionally  sex-role-linked  activities,  and  we  did 
find  that  men  were  notably  more  likely  to  give  those  responses 
(17-19%  of  men  vs.  3-6%  of  women).   Now  turning  to  activity 
restrictions  that  are  attributed  to  vision  or  health,  it  is 
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interesting  that  again  social/-recreational  items  are  most 
frequently  cited:   about  3  0%  say  that  disability  prevents  them 
from  each  of  the  following  (we  use  shorthand  here;  see 
questionnaire  for  full  wording) :   public  events;  hobbies;  reading 
(print,  braille,  or  recorded  books) ;  and  22%  don't  watch  TV  due 
to  disability. 

The  next  most  frequent  problem  area  involves  running  one ' s 
household:   17-20%  cite  inability  to  do  shopping;  chores;  meal 
preparation.   Less  frequent  but  notable  are  the  11-12%  who  say 
they  are  unable  to  "travel  within  the  neighborhood"  or 
"visit/entertain" . 

The  remaining  activities  drew  negligible  response,  although 
some  who  did  those  activities  said  it  was  difficult  or  they 
needed  aid:   only  1-6%  could  not  handle  "daily  selection  or  care 
of  clothing";  grooming;  travel  in/around  home;  and  listening  to 
radio. 

For  most  activities,  as  expected,  more  of  the  multiply 
handicapped  than  singly-handicapped  clients  reported  disability 
restrictions,  but  the  percentage  differences  were  small  (on  the 
order  of  10-15%) ;  there  was  no  difference  in  grooming,  clothing, 
traveling  in  home  or  neighborhood,  using  TV,  radio,  or  hobbies. 

The  findings  as  to  "reading"  are  intriguing:   more  singly 
visually  impaired  clients  reported  they  do  not  do  it  (38%)  than 
multihandicapped  clients  who  cited  vision  as  their  most  limiting 
conditon  (24%)  ;  and  those  who  cited  other  conditions  as  most 
limiting  match  the  singly-handicapped  on  this  item  (37%) . 

Contrary  to  expectation,  we  found  no  regular  pattern  of 
greater  restrictions  according  to  the  number  of  health  conditions 
named  by  multihandicapped  clients.   Nor  did  we  find  a  pattern 
according  to  the  years  since  onset  of  vision  loss  (recall  however 
that  we  had  too  few  with  very  recent  loss,  and  thus  grouped  them 
into  "5  years  or  less") . 

Among  multihandicapped  clients,  those  who  believed  their 
vision  was  most  limiting  generally  cited  fewer  activity 
restrictions  than  those  who  felt  more  limited  by  other 
conditions.   This  of  course  might  reflect  the  effectiveness  of 
services  targeted  to  their  vision  problems  (see  below) . 

2.   Relationships  among  disability  characteristics. 

Our  discussion  has  already  shown  how  some  of  these 
disability  features  of  the  client  population  are  interrelated. 
We  also  examined  systematically  how  the  multihandicapped  clients 
compared  with  others  on  these  characteristics  and  found  no 
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noteworthy  differences.   For  example,  people  with  or  without 
other  conditions  revealed  the  same  percentage  distributions  for 
both  the  degree,  and  the  stability,  of  their  vision  loss. 


3.    Disability  characteristics  by  Regional  Office. 

Table  1  shows  how  most  of  the  disability  items  discussed 
above  were  distributed  among  clients  within  regions. 

We  do  not  attribute  much  weight  to  the  few  notable 
differences  that  show  up  since  they  stem  from  the  two  regions 
with  very  small  sample  size.   For  example,  Bristol  shows  a  lower- 
than-average  percentage  of  multihandicapped  clients,  and 
Waynesboro  is  higher  than  average.   But  each  of  those  locales 
yielded  only  12  respondents,  meaning  that  a  change  or  addition  of 
only  two  people  could  bring  the  percentages  close  to  the  average. 
(See  section  VI  on  small  base  Ns) . 

4.    Disability  characteristics  bv  VRCB  Attendance. 

A  noteworthy  pattern  of  differences  in  disability 
characteristics  was  found  between  those  clients  who  had  attended 
the  Rehabilitation  Center  (VRCB)  and  others.   VRCB  clients  were 
substantially  more  likely  to  report  "no  usable  vision"  than 
others  (39%  vs  16%)  ,  and  also  were  substantially  more  likely  to 
say  their  vision  is  stable  rather  than  getting  worse  (stable: VRCB 
clients  64%,  others  44%) . 

There  was  little  difference  in  the  percentages  who  said  they 
had  other  seriously  limiting  health  conditions  (VRCB,  61%; 
others,  68%) .  However,  among  persons  who  cited  such  conditions, 
VRCB  clients  considerably  more  often  said  that  vision  loss  was 
the  "most  limiting"  (87%  vs  69%) . 

VRCB  clients  tended  to  report  an  earlier  age  at  onset  (27% 
were  under  21  years  at  onset  vs  12%  of  other  clients;  at  the 
older  end,  only  36%  of  VRCB  clients  had  been  over  56  years  at 
onset,  compared  to  fully  66%  of  other  clients.) 

B.    Demographic  Characteristics- 

1.    Statewide  overview 

A  large  majority  (72%)  of  this  client  group  are  women.   A 
smaller  majority  (62%)  are  Whites;  most  of  the  31%  Nonwhites  are 
American  Blacks  rather  than  other  ethnic  groups.   (for  a  rough 
comparison  we  looked  at  1980-81  U.S.  census  data  and  found  that 
only  half  as  many  Blacks  (16%)  were  in  Virginia's  general 
population  for  the  age  group  that  matches  this  sample.) 
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The  median  age  of  the  client  survey  group  is  65  years. 
(Only  16%  of  Virginia's  1980  general  population  was  65  years  or 
older.)   More  detailed  age  breakdown  of  clients  in  the  survey 
shows  that  only  11%  are  under  45  years  (the  youngest  was  2  5 
years) ,  while  a  similar  proportion  (17%)  are  over  80  years  (the 
oldest  was  95  years) ;  approximately  one-quarter  are  in  each  of 
the  categories  46-60  years,  61-70  years,  and  71-80  years. 

The  median  level  of  formal  education  is  low  (51%  had  not 
graduated  high  school  including  2  0%  who  had  not  completed  grade 
school) ;  at  the  other  extreme,  one-fifth  (20%)  had  attended 
college  or  other  postsecondary  education,  half  of  whom  had 
graduated . 

The  income  item  drew  a  higher  percentage  of  "nonresponses" 
(28%)  than  any  other  question.   That  is  common  in  social 
research;  in  this  study  it  appears  to  be  less  a  result  of 
unwillingness  to  report  than  in  most.   Only  1%  specifically 
declined  to  answer;  the  circumstances  support  the  validity  of  the 
rather  large  group  of  "don't  know"  responses  (the  item  asked  for 
household  not  personal  income) .   Also,  income  was  the  last 
question  and  thus  not  answered  by  the  incompletes. 

We  find  that  about  one-fifth  (19%-22%)  are  in  each  of  the 
three  lower  categories  (under  $5,000;  $5,000-9,999;  $10,000- 
19,999),  and  12%  are  in  the  highest  —  $20,000  or  more.   Since 
the  majority  live  in  multi-person  households,  the  data  indicate 
generally  poor  economic  circumstances. 

A  substantial  minority  (28%)  of  the  respondents  live  alone 
in  a  private  dwelling,  and  a  few  (7%)  live  "alone"  but  in  group 
quarters;  the  remaining  majority  (62%)  live  with  roommates  or, 
much  more  commonly,  with  relatives.   Among  the  latter  are  two- 
fifths  (42%)  living  with  their  spouse,  and  23%  with  children, 
including  some  with  very  young  children  (2  years  is  the  youngest) 
or  quite  old  children  (65  years  is  the  oldest) .   Other  relatives 
in  the  household  were  cited  by  13%.   (The  figures  total  more  than 
100%  because  multiple  response  categories  are  possible.) 

2.    Relationships  among  demographic  characteristics. 

We  selected  age  as  the  key  item  to  examine  in  relation  to 
other  demographic  characteristics — shown  in  Table  3 ,  with  a 
detailed  (five  category)  age  grouping.   Future  analyses  might  use 
sex  and  race  as  key  variables. 

The  data  show  a  few  strong  patterns  by  age.   As  in  the 
general  population,  women  increasingly  predominate  among  each 
older  group.   Women  constituted  67%  of  clients  under  45  years 
old,  but  fully  83%  of  those  over  80  years. 
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Income  data  were  missing  slightly  more  often  for  the  older 
respondents  than  the  younger,  but  where  it  was  provided, 
household  income  was  lower  among  the  older  subgroups.   That  seems 
related  to  living  arrangements,  since  only  8%  of  clients  under  45 
years  live  alone,  compared  to  47%  of  those  71-80  years  old,  and 
fully  61%  of  those  over  80  years  old. 

Education  shows  an  irregular  pattern  in  relation  to  age,  but 
in  general  the  younger  groups  have  more  formal  education  than  the 
older. 

Race  and  age  do  not  show  a  regular  pattern  in  this  study 
group  (nor  in  Virginia's  general  population.) 

3 .    Relationship  of  Demographic  and  Disability 
Characteristics 

We  also  compared  age  groups  on  aspects  of  visual  and  other 
disability.   There  is  no  regular  pattern  in  the  percentage  of 
multihandicapped  persons  across  the  five  age  categories,  but  very 
strong  differences  according  to  age  in  aspects  of  vision  loss. 

Clients  under  45  were  much  more  likely  than  successive  older 
groups  to  report  that  their  vision  loss  occurred  suddenly, 
including  those  who  acquired  it  at  birth  (none  over  70  years  old 
reported  onset  of  vision  loss  at  birth) .   Obviously,  none  of  the 
youngest  group  could  report  onset  that  began  at  older  ages. 
Among  those  over  80  years,  it  is  striking  that  two-thirds 
acquired  their  vision  loss  after  the  age  of  65. 

The  youngest  group  also  was  much  more  likely  than  any  of  the 
four  older  groups  to  report  "no  usable  vision"  (nearly  half  of 
those  under  45  years  had  no  usable  vision,  compared  to  11%  -  22% 
of  the  older  groups) .   The  other  extreme  —  "quite  a  lot  of 
usable  vision"  —  differed  very  little  by  age. 

To  balance  the  previous  finding,  each  older  group  was  more 
likely  to  report  deteriorating  vision:  only  25%  of  the  youngest 
group  said  their  vision  is  "getting  worse",  incrementing  up  to 
64%  of  those  over  80  years.   There  is  a  much  smaller  but  regular 
decrease  from  younger  to  older  in  the  percent  who  say  their 
vision  is  improving  (17%  down  to  3%) . 

One  feature  of  vision  loss  that  does  not  show  a  regular  age 
pattern  is  the  number  of  years  the  client  has  lived  with  it. 
Some  sharp  but  irregular  age  differences  do  appear. 

Older  age  (over  65  years  compared  to  younger)  is  related  to 
nonparticipation  "due  to  vision  or  health"  for  about  half  of  the 
activities  we  covered,  but  the  differences  are  not  large. 
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4 .    Demographic  characteristics  by  region. 

The  regional  offices  differ  somewhat  in  the  demographic  mix 
of  their  clientele. 


Differences  in  racial  composition  are  noteworthy,  and 
probably  explained  by  residential  patterns  —  the  percentage  of 
Nonwhites  is  highest  in  Norfolk  and  Richmond  (4  3%  each)  and 
lowest  in  Bristol  (8%)  and  Arlington  (18%) . 

Arlington  stands  out  for  the  highest  percentage  of  clients 
who  are  better  educated  (70%  with  high  school  graduation  or 
college,  compared  to  30-46%  in  the  other  regions) ,  and  the 
highest  percentage  with  household  income  of  $2  0,000  or  more  (42% 
compared  to  the  statewide  average  of  12%) .   Conversely,  only  8% 
of  Arlington  clients  reported  income  under  $5,000,  compared  to 
the  state  average  of  25%. 

Setting  aside  differences  between  the  two  regions  with  very 
small  sample  sizes,  the  only  other  noteworthy  point  is  the  sex 
composition  of  the  survey  groups  from  the  Norfolk  and  Roanoke 
regions:  there  were  substantially  more  men  in  the  Roanoke  group 
(41%  compared  to  21%  in  Norfolk) . 

5.    Demographic  characteristics  by  VRCB  Attendance 

Nonvocational  clients  who  attended  VRCB  as  a  group  were 
much  younger  than  those  who  did  not  —  30%  of  the  former  were  25- 
45  years  old,  compared  to  8%  of  the  latter.   Only  21%  of  VRCB 
attendees  were  65  or  older,  compared  to  56%  of  non-VRCB;  none  of 
VRCB  were  over  80  years  (20%  of  non-VRCB)  but  it  is  noteworthy 
that  some  people  between  71  and  80  attended  VRCB. 

Other  differences  seem  to  derive  from  the  age  difference. 
Compared  to  non-VRCB,  those  who  attended  include  more  men  (39%  ys 
2  6%) ;  are  better  educated  (36%  with  some  college  ys  18%) ;  and 
less  likely  to  live  alone  (18%  ys  30%) . 

There  is  no  difference,  however,  in  income  or  race 
composition  between  those  who  did  or  did  not  attend  VRCB. 


C.    Features  of  Client's  Participation  in  VDVH  Programs 

1.    Statewide  overview 

a.    VDVH  Classification.   In  Section  II,  in  order  to 
show  how  respondents  compared  with  the  study's  eligible 
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"population",  we  described  them  according  to  closure  status, 
regional  office  "caseload"  and  type  of  program.   [  The  latter 
refers  to  Rehabilitation  Teaching  (RT) ,  Vocational  Rehabilitation 
(VR  -  "homemaker  closures") ,  Independent  Living  Center  (ILC) ,  and 
the  Virginia  Rehabilitation  Center  for  the  Blind  (VRCB) . ]   Here 
we  review  those  data  as  context  for  the  findings  on  clients' 
reports  of  their  experiences. 

As  is  true  for  the  eligible  population,  the  two  largest 
regions  among  respondents  are  Norfolk  and  Richmond  (58  and  64 
respondents,  respectively) .   Roanoke  and  Arlington  were  next  with 
34  and  and  30  respondents  respectively) .  Finally,  as  already 
noted,  very  small  numbers  (12  each)  were  from  the  Bristol  and 
Waynesboro  regions. 

RT  was  by  far  the  largest  program  (75%  of  respondents  had 
participated,  N=157) ,  followed  by  VR  (25%,  N=51) ,  and  ILC  (1%, 
N=16) .   In  our  sample,  16%  (33  people)  had  attended  VRCB.   Those 
proportions  also  match  the  eligible  study  population. 

Only  10%  of  respondents  (N=20)  were  closed  "unsuccessful", 
thus  underrepresenting  that  group  in  the  eligible  population. 

For  the  most  part,  these  numbers  are  too  small  to  draw 
reliable  comparative  conclusions.   However  because  VRCB  clients 
differ  so  sharply  from  non-VRCB  on  some  items,  we  have  greater 
confidence  in  drawing  inferences  in  spite  of  small  numbers. 

b.   Features  of  Services  Delivery 

i.    Location,  frequency  and  span  of  services-  A 
slightly  larger  percentage  of  clients  reported  that  they  received 
services  at  the  "Rehabilitation  Center  for  the  Blind  in  Richmond" 
than  our  list  from  VDVH  indicated.   Probably  some  clients  who  got 
service  outside  their  home  perceived  it  as  "at  a  Center". 
Overall  70%  said  all  services  were  in  their  home;  7%  named  VRCB 
only;  16%  said  both  at  home  and  the  Center;  and  5%  cited  other 
locales  such  as  a  senior  center,  hospital,  church,  or  school. 

The  time  span  of  services  was  generally  short:   3  0%  said 
under  one  year,  almost  all  of  them  being  less  than  six  months; 
24%  reported  one  year  up  to  two  years;  17%,  two  up  to  three 
years;  and  14%,  3  years  or  more,  including  a  few  who  reported 
upwards  of  10  years. 

Patterns  of  frequency  of  service  were  extremely  diverse,  and 
probably  varied  for  individuals  during  their  period  in  client 
status.   It  would  be  better  to  obtain  this  type  of  information 
from  case  records.   Nevertheless,  the  responses  show  that  about 
2  0%  received  weekly  services  (including  a  few  more  frequent  than 
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that);  17%,  every  other  week;  28%,  monthly;  and  fully  26%  who 
reported  "other"  types  of  patterns,  mostly  less  frequent  than 
monthly. 

We  should  note  here  that  although  the  sample  was  defined  as 
"closed  cases",  fully  24%  reported  that  they  are  "currently 
receiving  services  from  VDVH".   Probably  that  is  because  some 
were  closed  from  one  program  but  continued  (or  perhaps  were  newly 
opened)  in  another.   This  is  an  important  point  for  several 
reasons. 

First,  it  largely  explains  the  2  6%  who  responded  "No"  to  the 
question  "Did  you  finish  all  the  training  offered  you  by  VDVH?", 
since  some  are  still  receiving  services.   (Several  explained 
their  "No"  by  saying  that  they  did  not  receive  any  training.   We 
suspect  the  term  "training"  means  to  them  something  different 
from  its  meaning  to  VDVH  staff) . 

Second,  for  some  respondents  the  response  that  they  are 
"currently  receiving  service"  probably  illustrates,  once  again, 
that  clients'  perception  of  organizational  arrangements  may 
differ  from  providers'.   Some  clients  may  not  recognize  official 
termination,  and/or  may  attribute  to  VDVH  some  services  they  are 
receiving  from  other  agencies,  for  which  VDVH  made  referrals 
and/or  arrangements. 

Also,  the  findings  reported  above  on  time  span  of  services, 
as  well  as  findings  reported  below  on  attitudinal  measures, 
should  be  qualified  by  the  fact  that  not  all  respondents  have 
completed  participation  in  VDVH. 

ii.   Initial  interest  in  types  of  services  -  Clients 
were  asked  about  the  types  of  services  they  were  "interested  in 
receiving,  thinking  back  to  when  they  first  contacted  VDVH". 
This  is  a  tricky  question  to  ask  in  a  standardized  format, 
especially  retrospectively.   Undoubtedly,  clients'  recall  of 
priorities  —  in  particular,  their  way  of  categorizing  services  - 
-  has  been  influenced  by  their  intervening  experience.   For 
example,  people  never  exposed  to  blindness  rehabilitation  almost 
certainly  do  not  use  terms  like  "orientation  and  mobility  skills" 
when  they  think  about  needs  which  fit  that  professional  category. 

We  designed  our  question  to  approach  the  layperson's  way  of 
perceiving  desires  for  help,  while  acceding  to  VDVH's 
programmatic  concerns  (see  the  questionnaire  and  the  "Interview 
Specifications"  for  details) ;  however  we  emphasize  that  an  open- 
ended  question,  asked  before  services  begin,  would  provide  much 
more  valid  data  on  this  topic. 

The  results  indicate  the  difficulty  of  asking  the  question. 
A  relatively  large  number  (12%)  said  "don't  know"  or  simply  gave 
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no  answer;  also,  we  found  we  could  recode  quite  a  few  of  the  many 
responses  reported  as  "other"  into  one  of  the  11  suggested 
categories,  still  leaving  a  substantial  18%  that  did  not  fit  well 
into  the  standard  categories. 

Setting  aside  those  concerns,  the  results  show  that  initial 
interest  in  "homemaking  skills"  was  most  often  mentioned  (42%) , 
followed  closely  by  about  3  6%  who  named  each  of  the  following: 
"Special  aids  or  appliances";  "assistance  in  communication 
skills";  and  "instruction  in  mobility  skills".   Smaller  but 
substantial  numbers  (27%  and  22%,  respectively)  named 
"counselling,  guidance  and  referral  services"  and  "medical 
assistance  (including  low  vision  aids)".   Quite  a  few  (11%  -  15%) 
were  interested  in  "education  services",  "social  and  recreational 
services",  "financial  aid,  including  assistance  in  obtaining  aid 
from  other  agencies",  and  —  noteworthy  for  this  group  — 
"employment  or  vocational  services".   Finally,  5%  mentioned 
interest  in  "housing  assistance" . 

These  numbers  total  much  more  than  100%,  indicating  that 
some  people  reported  multiple  interests.   We  found  that  (besides 
the  12%  with  no  answer) ,  a  substantial  minority  (31%)  were 
interested  only  in  one  category,  and  an  equal  proportion  were 
interested  in  two  or  three  categories,  leaving  about  one-quarter 
with  many  interests  (i.e.  four  or  more  categories,  including  a 
few  who  named  nearly  all  categories) . 

iii.   Services  received  -  The  wording  of  our  question 
on  "services  received"  stuck  closely  to  the  way  VDVH  classifies 
services,  and  thus  was  more  detailed  (18  categories)  than  the 
question  on  recalled  interests  (11  categories) .   As  a  result,  it 
was  possible  that  people  might  report  receiving  more  services 
than  they  had  expressed  initial  interest  in.   That  was  evident  in 
the  results,  and  our  analysis  indicates  the  surplus  is  not  just 
because  one  question  was  more  detailed  than  the  other.   Clearly, 
some  service  needs  were  identified  after  the  client  was  enrolled. 

The  median  number  of  services  reported  per  individual  was 
six,  and  20%  of  respondents  reported  receiving  10  or  more 
services;  by  contrast  only  6%  reported  receipt  of  just  one 
service  (7  were  "no  answer") . 

In  declining  order  of  frequency,  the  services  reported  were: 

Services  Reported  bv  the  Majority  of  Clients 

Percent 
Use  of  special  equipment  for  communication,  e.g., 

Talking  Book  machine 66 

Special  aids  and  appliances 56 

Instruction  in  activities  of  daily  living 53 

Counselling,  Guidance  service 52 

Library  services 50 
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SERVICES  REPORTED  BY  THIRTY  UP  TO  FIFRY  PERCENT 

Orientation  and  mobility  skills 46 

Homemaking 42 

Low  vision  services 40 

Transportation 31 

Services  Reported  by  Ten  up  to  Thirty  Percent 

Instruction  in  braille 29 

Socialization  class 29 

Reading,  writing  in  script 2  5 

Instruction  in  recreational  activities 2  4 

Typing 2  0 

Peer  counseling  (group  or  individual) 13 

Services  to  Family 10 

Volunteer  Services 10 

Advocacy  or  referral  to  community  resources 

(e.g.  food  stamps,  senior  citizens  center) 10 

Services  Reported  by  Fewer  than  Ten  Percent 

Special  communication  skills  for  Deaf/Blind 7 

Personal  care  attendant 5 

Housing  relocation  or  modification 5 

Physical,  occupational,  and/or  speech  therapy 5 

Other  specialized  instruction 5 

Participation  as  Consumer  advisor  in  VDVH 3 

Obviously,  the  fact  that  people  generally  received  more 
services  than  they  recall  seeking  does  not  establish  whether  the 
particular  interests  they  had  were  met.   Because  the  questions  on 
interests,  and  on  services  received,  were  different  in  format,  it 
is  difficult  to  match  them.   However,  we  made  a  rough  attempt  to 
do  so  and  found  that  some  interests  apparently  were  not  met  for 
everyone.   Because  our  comparison  was  necessarily  approximate, 
the  results  are  reported  only  in  very  general  terms. 

The  best  match  (nearly  90%)  between  interests  and  services 
applied  to  "communication  skills".   Following  closely,  (over  75% 
of  those  initially  interested  reported  receiving  the  service) 
were:   mobility  training;  homemaking  skills;  special  aids  and 
appliances;  and  recreational  services.   Also  fulfilled  for  a 
substantial  majority  were  medical  assistance  and  counseling. 
Those  with  low  rates  of  fulfillment  (about  25%)  were  also  those 
areas  of  interest  expressed  by  small  numbers  of  clients  (perhaps 
because  most  of  the  others  knew  these  were  not  primary  functions 
of  VDVH)  —  i.e.  those  seeking  educational  assistance,  assistance 
in  getting  financial  aid,  or  assistance  in  housing  —  although 
some  persons  apparently  did  receive  each  of  these.   The  few 
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clients  seeking  vocational  services  did  not,  of  course,  receive 
them  in  these  nonvocational  programs. 

In  view  of  the  many  assumptions  that  we  had  to  make  in 
drawing  conclusions  from  the  service  data  about  how  well  initial 
interests  were  met,  it  is  more  meaningful  to  consider  the  results 
reported  in  the  next  section  on  clients'  attitudes. 

2 .    Program  participation  according  to  Selected 
Disability  and  Demographic  Characteristics 

We  examined  several  of  the  program  participation  measures 
according  to  whether  clients  were  multihandicapped,  and 
separately  by  age.   No  notable  patterns  emerge  when 
multihandicapped  clients  are  compared  with  others  on  closure 
status;  enrollment  in  RT,  VR,  ILC,  or  RC;  whether  they  finished 
training;  frequency  of  services;  or  the  number  of  initial 
interests  they  expressed.   There  is  a  slight  difference  in  the 
percentage  who  report  they  are  still  receiving  services  —  higher 
among  those  who  are  multihandicapped  (28%  vs  17%) . 

Age  showed  more  impact  on  these  measures.   Younger  persons 
were  somewhat  less  likely  to  have  successful  closures;  more 
likely  to  receive  services  through  VR  and  less  likely  to  receive 
them  through  RT,  and  as  we  saw  earlier,  were  much  more  likely  to 
attend  VRCB.   Younger  persons  were  also  more  likely  to  name  a 
large  number  of  services  they  were  initially  interested  in 
receiving,  whereas  the  oldest  rarely  named  more  than  one  or  two 
(and  many  did  not  answer  the  question) .   However  the  age  groups 
did  not  differ  according  to  any  pattern  in  the  frequency  of 
services  or  whether  they  are  currently  receiving  service. 

3.    A  Note  on  Further  Analysis  of  Program  Participation  - 

Constraints  in  the  measures  of  program  participation, 
discussed  above,  as  well  as  time  constraints,  have  limited  our 
analysis  in  this  section.   It  would  be  interesting  to  examine, 
for  example,  how  regional  offices  differed  in  services  provided; 
and  how  the  time  span  of  services  and  types  of  initial  interests 
varied  according  to  clients'  background  characteristics. 
However,  such  analyses  would  probably  be  more  meaningful  if  the 
service  characteristics  were  based  on  records  data  rather  than 
clients'  recall  and  perceptions,  and  if  clients'  interests  were 
measured  before  services  began. 

By  contrast,  clients  who  have  had  services  are  by  definition 
the  best  source  for  data  on  their  attitudes  toward  those 
services,  the  topic  we  cover  next. 
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D.    Clients'  Attitudes  toward  VDVH  Services 

1.    Statewide  overview 

It  is  meaningful  to  think  of  the  several  measures  we 
obtained  about  clients'  attitudes  in  sets. 

One  set  focuses  on  the  process  of  service  delivery  —  this 
includes:   how  "helpful"  services  they  received  were;  whether 
they  got  the  services  they  wanted;  what  additional  services  they 
would  like;  and  how  "involved  they  were  in  determining  the 
services  they  received". 

The  other  set  refers  to  "behavioral  outcomes";  it  is 
attitudinal  because  clients  themselves  evaluated  those  outcomes. 
This  set  consists  of  three  questions  that  asked  whether  "as  a 
result  of  the  services  received  from  VDVH",  the  client  felt 
he/she  had  gained  in   (a)  self-confidence,   (b)  independence,  and 
(c)  being  more  comfortable  in  relationship  with  other. 

Finally,  two  questions  are  more  global:   one  asks  about 
general  satisfaction  with  services;  and  a  hypothetical  question 
asks  whether  they  would  "recomment  VDVH  to  a  friend  in  need  of 
similar  help". 

The  overall  picture  is  highly  favorable.   But  since  the  aim 
of  this  study  is  to  provide  VDVH  with  guidelines  not  only  to 
sustain  but  to  improve  quality  services,  it  is  most  useful  to 
look  closely  for  variations  in  clients'  high  ratings,  trying  to 
locate  the  limitations,  and  assess  whether  they  stem  from 
background  factors  or  can  be  clearly  linked  to  service  features. 


Let  us  first  consider  the  service  delivery  process, 
specifically  ratings  of  specific  services  that  were  received. 
For  each  service  a  respondent  mentioned,  he  or  she  was  asked 
whether  it  was  "helpful"  (yes  or  no) .   Only  two  services  with 
less  than  nearly-universal  approval  are  found: 

low  vision  service  was  considerd  helpful  by  80%  of 
recipients  (it  was  received  by  40%) ; 

instruction  in  braille  was  considered  helpful  by  72%  of 
recipients  (it  was  received  by  29%) . 

These  are  high  ratings,  but  nevertheless  they  appear  problematic 
in  contrast  with  all  other  services,  which  drew  90-100%  "helpful" 
ratings  by  those  who  received  them. 

We  found  some  variation  among  respondents  in  terms  of 
"helpfulness"  ratings  when,  instead  of  considering  services  one- 
by-one,  we  summarized  the  ratings  individuals  made  of  all 
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The  majority  (69%)  said  all  services  were  helpful;  17%  named 
one  service  that  was  not  helpful;  and  14%  named  two  or  more  that 
were  not  helpful. 

This  index  was  related,  as  expected,  to  the  number  of 
services  received,  but  not  strongly.  for  example,  among  those 
who  had  received  many  services  (10  or  more) ,  the  "Helpfulness 
Index"  showed  64%  who  said  "all  helped";  22%  who  said  "one  did 
not  help"  and  14%  who  said  two  or  more  did  not  help. 

(We  found  some  evidence  that  both  the  number  of  services  and 
the  "Helpfulness  Index"  are  related  to  clients'  reports  of 
functional  abilities  —  those  who  received  fewer  services  or  who 
felt  some  services  did  not  help  more  often  named  activities  that 
they  did  not  do  because  of  vision  or  health.  This  is  one  of  the 
several  topics  in  these  data  that  would  deserve  closer 
examination,  if  resources  permit) . 

Another  measure  also  showed  high  ratings,  but  again  less 
than  ideal:  77%  of  respondents  said  they  "got  the  kind  of 
services  they  wanted  from  VDVH".  This  figure  goes  to  84%  if  we 
leave  out  the  10%  who  did  not  respond.  (Note  that  most  of  the 
attitude  questions  came  near  the  end  of  the  interview  when  a  few 
respondents  had  discontinued,  or  apparently  found  it  hajd  to 
answer  due  to  fatigue) .  No  meaningful  responses  were  elicited 
when  we  asked  those  who  answered  in  the  negative  to  explain. 

Whether  clients  got  the  kind  of  services  they  wanted  is  a 
different  matter  from  whether  they  would  like  additional 
services.  Over-one-third  said  they  would  like  more  services,  and 
many  were  usefully  specific  in  describing  what  they  would  like  to 
have.  Unfortunately,  because  of  our  assurance  of  confidentiality 
to  respondents  we  cannot  use  this  research  information  to  guide 
VDVH's  response  to  those  particular  persons'  needs.  However,  a 
description  of  those  unmet  needs  is  provided  in  Appendix  III 
(without  identifying  individuals)  in  the  hope  that  it  will  prove 
useful  in  future  service  delivery.  Note  that  some  of  the  needs 
may  not  be  appropriate  to  VDVH's  mission,  but  presumably  can  be 
handled  though  referrals. 

The  measure  of  involvement  in  determining  services  revealed 
greater  variation  and  therefore  is  potentially  useful  to  compare 
service  settings  and  different  types  of  clients.  (As  section  VI 
above  explains,  uniformity  in  response  to  a  question  limits  its 
use  for  further  analyses)  .  Just  half  of  the  respondents  said 
they  were  "involved  a  lot",  28%  said  "somewhat  involved",  and  22% 
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said  "not  involved"   (excluding  the  16%  who  said  "Don't  know"  or 
did  not  answer) . 

Turning  now  to  the  behavioral  outcomes  (each  of  which  drew 
about  10%  nonresponse,  excluded  from  the  following  results) ,  the 
most  positive  perceived  impact  of  services  was  on  self- 
confidence  —  57%  of  those  responding  said  they  had  gained  "much 
more  self-confidence";  28%  "a  little  more";  and  15%  "no 
additional". 

Somewhat  fewer  respondents  chose  the  most  favorable  category 
on  the  two  other  behavioral  outcomes:   43%  said  they  gained  "a 
great  deal  of  independence";  38%  "some";  and  18%  "no 
independence".   The  responses  on  "gain  in  comfort  in  relationship 
with  others"  were  similar  —  from  most  to  least  they  were:   44%; 
32%;  and  24%. 

As  with  most  survey  questions,  these  cannot  be  adequately 
understood  in  isolation.   For  example,  it  is  possible  that  some 
people  who  said  they  gained  little  or  nothing  in  their  levels  of 
comfort  in  relationships  had  started  out  feeling  very  comfortable 
in  that  realm.   We  have  explored  some  connections  among  these 
measures  that  help  to  understand  the  results  better,  as  reported 
below. 

Next,  we  review  the  measures  of  general  satisfaction.   The 
positive  response  is  overwhelming,  but  if  one  wishes  to  do  so, 
the  data  permit  focusing  on  variation  from  the  ideal.   Indeed,  we 
designed  these  questions  with  more  than  two  answer  categories  in 
order  to  be  able  to  look  beyond  a  general  tendency  toward 
satisfaction. 

The  results  show  that  on  a  four  category  rating  of 
satisfaction,  only  3%  were  "very  dissatisfied"  and  3%  somewhat 
dissatisfied".   Thus,  the  first  conclusion  is  that  fully  94%  were 
satisfied.   However,  there  is  variation  among  them:   63%  (a 
substantial  but  not  overwhelming  majority)  said  they  were  "very 
saitsfied",  leaving  one-quarter  who  said  they  were  only  "somewhat 
satisfied". 

Finally,  we  found  that  fully  98%  of  those  who  responded  said 
they  they  would  rcommend  VDVH  if  a  friend  had  similar  needs. 
Because  the  question  format  allowed  for  a  distinction  between 
those  who  would  "recommend  strongly"  or  "with  some 
qualifications",  it  is  striking  that  only  6%  chose  the  latter 
response.   This  is  certainly  an  overwhelming  positive  response, 
but  we  introduce  the  skeptic's  note  by  pointing  out  that, 
realistically,  in  Virginia  there  is  no  system  of  private 
blindness  agencies,  and  therefore  no  other  possible  source  for 
such  services. 
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Of  the  above  items,  we  considered  that  "involvement" 
(certainly  an  important  aspect  of  services,  on  which  respondents 
varied)  was  of  great  potential  interest.   We  wanted  to  determine 
whether  and  how  it  is  related  to  variation  in  disability  and 
demographic  characteristics,  as  well  as  to  program  participation 
and  the  behavioral  outcome  measures. 

2 .    Relationships  among  attitudes  and  other  measures 

The  analyses  we  were  able  to  carry  out  are  provocative. 
They  show,  first  of  all,  that  clients'  perception  of  whether  they 
were  highly  involved  in  determining  services  is  strongly  related 
to  the  gains  they  perceived  they  made,  especially  in  self- 
confidence  and  independence  (slightly  less  related  to  gain  in 
comfort  in  relationships) . 

Involvement  is  also  highly  related  to  satisfaction  with 
services:   among  clients  who  felt  they  wre  involved  "a  lot",  83% 
were  "very  satisfied",  in  contrast  to  56%  of  those  "not 
involved".   There  is  an  even  stronger  relationship  between 
involvement  and  whether  clients  said  they  got  the  services  they 
wanted:   of  those  involved  a  lot,  94%  said  "yes"  compared  to  56% 
of  those  not  involved.   The  "uninvolved"  were  also  more  likely 
than  the  "highly  involved"  to  say  they  wanted  additional 
services,  but  the  difference  was  smaller,  since  many  of  the 
latter  also  wanted  more  services. 

Considering  how  significant  involvement  seems  to  be,  we  feel 
it  would  be  important  to  spend  considerably  more  time  than  was 
available  to  examine  all  of  its  correlates.   For  example,  we  find 
that  there  are  differences  in  involvement  according  to  service 
settings:   more  of  the  clients  who  attended  VRCB  felt  highly 
involved  (70%)  than  clients  who  did  not  attend   (37%  felt  highly 
involved) .   Regional  offices  also  differed  somewhat  on  reported 
involvement  (the  widest  difference  however,  appeared  between  the 
two  smallest  offices,  where  the  sample  percentage  distributions 
are  less  dependable) . 

But  the  story  only  begins  there,  because  we  also  find  that 
age  is  strongly  related  to  involvement:   among  the  youngest 
clients  (25-45  years)  54%  felt  highly  involved,  whereas  among  the 
oldest  (81  years  or  older) ,  only  19%  felt  highly  involved.   Some 
other  demographic  factors  are  related  to  sense  of  involvement 
(notably,  higher  educational  level) ;  others  are  not  (race) . 
Multihandicapped  status  is  not  related  to  involvement. 

For  program  planning  purposes,  it  would  be  important  to  know 
whether  involvement  can  be  increased  among  the  currently  less- 
involved  groups  (and  more  precisely,  who  those  groups  are) ,  or 
whether  there  are  more  powerful  negative  influences  stemming  from 
their  social  settings,  which  would  be  extremely  hard  for  the  VDVH 
service  delivery  system  to  overcome. 

11-27 


Further  analysis  of  these  data  might  provide  more  insight 
into  this  crucial  matter.   Beyond  that  however,  these  findings  in 
regard  to  clients'  sense  of  involvement  seemingly  merit,  and 
probably  require,  a  study  that  is  designed  specifically  to 
explore  what  was  only  one  topic  in  the  wide-ranging  interview 
results  reported  here. 
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TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE  1A  -   DISABILITY  CHARACTERISTICS:   MULT I HAND I CAPPED 
STATEWIDE  AND  BY  REGION  -  PERCENTAGES 


STATE 

VDVH 

REGIONAL  OFFICE 

-WIDE 

-f. J. J 1 1 

% 

ARLIN 

BRIST 

NORFO ! RICHM  J ROANO \ WAYNE 

GTON  !OL    [LK    !OND   IKE 

4 I I i 

SBORO 

% 

% 

i 1 1 1 

%:%!%:% 

OTHER  CONDITIONS 

THAT  LIMIT 

ACTIVITIES 

YES 

67% 

70% 

33% 

60%  !  69%  !  79% 

83% 

NO 

33% 

30% 

67% 

40%  !  31%  !  21% 

17%  ! 

TOTAL 

100% 

100% 

100% 

100%  |100%  1100% 

100%  : 

NUMBER  OF  OTHER 

i 
i 

HEALTH  CONDITIONS 

i 
i 

NONE 

33% 

37% 

50% 

40%  |  33%  1  21% 

8% 

ONE 

28% 

27% 

17% 

36%  !  23%  !  24% 

33%  ! 

TWO 

26% 

33% 

33% 

12%  !  22%  !  38% 

50%  ; 

3  OR  MORE 

14% 

3% 

0% 

12%  !  22%  !  18% 

8%  : 

TOTAL 

100% 

100% 

100% 

100%  :ioo%  :ioo% 

100% 

WHICH  HEALTH  PROBLEM 

IS  MOST  LIMITING 

VISION  LOSS 

45% 

43% 

17% 

45%  !  44%  !  53% 

58% 

OTHER 

18% 

17% 

17% 

16%  !  17%  !  26% 

17% 

DK/NA 

37% 

37% 

67% 

40%  !  39%  !  21% 

25% 

TOTAL 

100% 

97% 

1 

100% 

I 1 

100%  : 100%  ; ioo%  : 100% 

1 1 1— 1 1 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE  IB  -   DISABILITY  CHARACTERISTICS:   MULT I HAND I CAPPED 
STATEWIDE  AND  BY  REGION  -  BASE  NUMBERS 


STATE 
-WIDE 

VDVH  REGIONAL  OFFICE 

N 

ARLIN 
GTON 

-1 

N 

BRIST ! NORFO ! RICHM  J ROANO | WAYNE 
OL    !LK    !OND   JKE    ! SBORO 

y + + + + 

N   !   N   !   N   !   N   !   N 

OTHER  CONDITIONS 
THAT  LIMIT 
ACTIVITIES 

YES 
NO 

141 
69 

21 
9 

4 
8 

35!    44!    27 
23!    20!     7 

10 
2 

TOTAL 

210 

30 

12 

58!    64!    34 

12 

NUMBER  OF  OTHER 

HEALTH  CONDITIONS 

NONE 
|ONE 
ITWO 
!  3  OR  MORE 

69 
58 
54 
29 

11 

8 

10 

1 

6 
2 

4 
0 

23!    21!     7 

21!    15!     8 

7!    14!    13 

7!    14!     6 

1 
4 
6 
1 

! TOTAL 

210 

30 

12 

58!    64!    34 

12 

! WHICH  HEALTH  PROBLEM 
IS  MOST  LIMITING 

VISION  LOSS 

OTHER 

DK/NA 

94 
38 

77 

13 

5 

11 

2 
2 
8 

26!    28!    18 

9|    11  !     9 

23!    25!     7 

7 
2 
3 

TOTAL 

209 

29 

12 

58!    64!    34 

12 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE  2A   _   DISABILITY  CHARACTERISTICS:   VISUAL  LOSS 
STATEWIDE  AND  BY  REGION  -  PERCENTAGES 


! STATE 

VDVH 

REGIONAL  OFFICE 

A 

-WIDE 

.___ j j 

, _j i 

% 

ARLIN 

BRIST 

NORFO 

RICHM 

■ —  —  - 

ROANO 

•  —  —  —  —  —  H 
WAYNE 

GTON 
. _  _ . 

OL 

. 

LK 

_ . 

OND 

, _  _ 

KE 

sboro: 

% 

% 

% 

% 

% 

% 

HOW  MUCH  USABLE 

VISION 

NO  USABLE  VISION 

20% 

20% 

25% 

22% 

14% 

21% 

33% 

VERY  LITTLE 

61% 

60% 

50% 

62% 

67% 

65% 

33% 

QUITE  A  LOT 

16% 

20% 

25% 

14% 

DK/NA 

2% 

0% 

0% 

2% 

3% 

3% 

8% 

TOTAL 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

IS  VISION  CHANGING 

GETTING  WORSE 

45% 

33% 

25% 

45% 

53% 

47% 

42% 

STAYING  SAME 

47% 

57% 

67% 

47% 

41% 

44% 

50% 

IMPROVING 

7% 

10% 

8% 

5% 

6% 

9% 

8% 

DK/NA 

1% 

0% 

0% 

3% 

0% 

0% 

0% 

TOTAL 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

VISION  LOSS  GRADUAL 

OR  SUDDEN 

GRADUAL 

75% 

73% 

75% 

67% 

81% 

79% 

67% 

SUDDEN 

23% 

20% 

25% 

31% 

19% 

18% 

25% 

DK/NA 

2% 

7% 

0% 

2% 

0% 

3% 

8% 

TOTAL 

100% 

100% 

100% 

100% 

100% 

100% 

100%  J 

CATEGORIES  OF  AGB  AT 

ONSET 

AT  BIRTH 

7% 

7% 

8% 

9% 

5% 

6% 

17% 

1  THRU  20  YEARS 

7% 

10% 

17% 

2% 

11% 

3% 

0% 

21  THRU  45  YEARS 

20% 

23% 

17% 

22% 

16% 

29% 

8% 

46  THRU  65  YEARS 

37% 

33% 

17% 

41% 

38% 

35% 

50% 

OVER  65  YEARS 

25% 

27% 

42% 

19% 

27% 

24% 

25% 

! TOTAL 

J 

96% 

100% 

100% 

i 1 

93% 

i 1 

95% 

h H 

97% 

i  -  -  ■   ' 

100% 

i 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE  2B  -   DISABILITY  CHARACTERISTICS:   VISUAL  LOSS 
STATEWIDE  AND  BY  REGION  -  BASE  NUMBERS 


1 

- 

STATE 
-WIDE 

VDVH 

REGIONAL  OFFICE 

N 

ARLIN 
GTON 

BRIST 
OL 

NORFO!RICHM!ROANO 
LK    !  OND   ',  KE 

WAYNE 
SBORO 

N 

N 

N   !   N   !   N 

N 

HOW  MUCH  USABLE 
VISION 

NO  USABLE  VISION 
VERY  LITTLE 
QUITE  A  LOT 
DK/NA 

42 

129 

34 

5 

6 

18 

6 

0 

3 
6 
3, 

0 

13!     9!     7 

36!    43!    22 

8!    10!     4 

1!     2!     1 

4 
4 
3 

1 

TOTAL 

210 

30 

12 

58!    64!    34 

12 

IS  VISION  CHANGING 

GETTING  WORSE 
STAYING  SAME 
IMPROVING 
DK/NA 

94 
99 
15 

2 

10 

!    17 

3 

!     0 

3 
8 

1 
0 

26!    34!    16 

27!    26!    15 

3!     4!     3 

2|     0!     0 

5 
6 
1 
0 

TOTAL 

210 

!    30 

12 

58!    64!    34 

12 

VISION  LOSS  GRADUAL 
OR  SUDDEN 

GRADUAL 

SUDDEN 

DK/NA 

157 

48 

5 

i 

22 

:       6 

2 

9 
3 
0 

39!    52!    27 

18!    12!     6 

1  !     0!     1 

8 
3 
1 

TOTAL 

210 

30 

12 

58!    64!    34 

12 

CATEGORIES  OF  AGE  AT 
ONSET 

AT  BIRTH 
1  THRU  20  YEARS 
21  THRU  45  YEARS 
46  THRU  65  YEARS 
OVER  65  YEARS 

15 
14 
43 
78 
52 

2 
3 
7 
10 
8 

1 
2 
2 
!     2 
5 

5  !     3  !     2 

1  !     7!     1 

13!    10!    10 

24!    24!    12 

11 !    17!     8 

2 
0 
1 
6 
3 

TOTAL 

•  ■  ■  ■ ■■ 

202 

30 

!    12 

i 

54!    61!    33 
h      < 1 

!    12 

i (■ 

TELEPHONE  SURVEY  OF  NOMVOCATIONAL  CLIENTS 

TABLE  3A  _   FUNCTIONAL  LIMITATIONS:  SOCIAL-RECREATIONAL 
STATEWIDE  AND  BY  REGION  -  PERCENTAGES 


1  >----------------- ■ 

STATE 

VDVH 

REGIONAL  OFFICE 

■■ 

-WIDE 

. _ . 

% 

ARLIN 

IBRIST 

. __ « 

! NORFO 

RICHM 

• —  • 

, ROANO 

■  —  —  —  —  ■  ■ 
! WAYNE 

GTON 

OL 

^_ 

LK 

.  _  _  _ . 

OND 

KE 

SBORO 

% 

% 

% 

% 

% 

v  —  —  —  —  —  ■ 
% 

ATTEND  PUBLIC  EVENTS 

LITTLE  OR  NO  DIFFICULTY 

20% 

27% 

17% 

24% 

22% 

9% 

8% 

DIFFICULT  OR  WITH  AID 

18% 

27% 

!   0% 

!  16% 

17% 

!  26% 

!   8% 

DO  NOT, VISION/HEALTH 

31% 

30% 

25% 

28% 

34% 

32% 

33% 

DO  NOT, OTHER  REASON 

30% 

17% 

50% 

31% 

25% 

32% 

!  50% 

DK  NA 

1% 

0% 

8% 

2% 

2% 

TOTAL 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

HOBBIES  (E.G. 

KNITTING, MUSIC) 

LITTLE  OR  NO  DIFFICULTY 

40% 

50% 

58% 

45% 

39% 

26% 

25% 

DIFFICULT  OR  WITH  AID 

7% 

3% 

0% 

9% 

3% 

12% 

25% 

DO  NOT, VISION/HEALTH 

30% 

17% 

33% 

28% 

38% 

29% 

42% 

DO  NOT, OTHER  REASON 

20% 

30% 

8% 

17% 

17% 

32% 

8% 

DK  NA 

1% 

0% 

0% 

2% 

3% 

0% 

0% 

TOTAL 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

WATCHING  TELEVISION 

LITTLE  OR  NO  DIFFICULTY 

50% 

57% 

42% 

47% 

58% 

53% 

17% 

DIFFICULT  OR  WITH  AID 

22% 

23% 

42% 

22% 

22% 

18% 

17% 

DO  NOT .VISION/HEALTH 

22% 

13% 

17% 

28% 

17% 

21% 

58% 

DO  NOT, OTHER  REASON 

5% 

7% 

0% 

3% 

3% 

9% 

8% 

TOTAL 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

READING  PRINT, BRAILLE  OR 

RECORDED 

LITTLE  OR  NO  DIFFICULTY 

47% 

73% 

42% 

52% 

41% 

32% 

33% 

DIFFICULT  OR  WITH  AID 

17% 

17% 

25% 

10% 

16% 

24% 

25% 

DO  NOT, VISION/HEALTH 

31% 

7% 

33% 

29% 

38% 

41% 

42% 

DO  NOT, OTHER  REASON 

5% 

3% 

0% 

9% 

5% 

3% 

0% 

DK  NA 

0% 

0% 

0% 

0% 

2% 

0% 

0% 

TOTAL 

100% 

100% 

100% 

1 

100% 
1 

100% 
1 

100% 
1 

100% 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE  3B  -   FUNCTIONAL  LIMITATIONS:  SOCIAL-RECREATIONAL 
STATEWIDE  AND  BY  REGION  -  BASE  NUMBERS 


STATE 

VDVH 

REGIONAL  OFFICE 

-WIDE 

j 

^ 

.j 

.( 

N 

ARLIN 

BRIST! 

NORFO 

RICHM 

ROANO  i 

WAYNE 

GTON  ! 

OL    ! 

LK   : 

OND   ! 

KE   : 

SBORO 

H 

^ 

^ 

4 

^ 

N 

n    : 

N   ! 

N 

N   ! 

N 

ATTEND  PUBLIC  EVENTS 

LITTLE  OR  NO  DIFFICULTY 

42 

8 

2' 

14 

14 

3! 

1 

DIFFICULT  OR  WITH  AID 

38 

8 

0 

9 

11 

9 

1 

DO  NOT .VISION/HEALTH 

65 

9 

3 

16 

22 

11 

4 

DO  NOT, OTHER  REASON 

62 

5 

6 

18 

16 

11 

6 

DK  NA 

3 

0 

1 

1 

1 

0 

0 

TOTAL 

210 

30 

12 

58 

64 

34 

12 

HOBBIES  (E.G. 

KNITTING, MUSIC) 

LITTLE  OR  NO  DIFFICULTY 

85 

15 

7 

26 

25 

9 

3 

DIFFICULT  OR  WITH  AID 

15 

1 

0 

5 

2 

4 

3 

DO  NOT, VISION/HEALTH 

64 

5 

4 

16 

24 

10 

5 

DO  NOT, OTHER  REASON 

43 

9 

1 

10 

11 

11 

1 

DK  NA 

3 

0 

0 

1 

2 

0 

0 

TOTAL 

210 

30 

12 

58 

64 

34 

12 

WATCHING  TELEVISION 

LITTLE  OR  NO  DIFFICULTY 

106 

17 

5 

27 

37 

18 

2 

DIFFICULT  OR  WITH  AID 

47 

7 

5 

13 

14 

6 

2 

DO  NOT, VISION/HEALTH 

47 

4 

2 

16 

11 

7 

7 

DO  NOT, OTHER  REASON 

10 

2 

0 

2 

2 

3 

1 

TOTAL 

210 

30 

12 

58 

64 

34 

12 

READING  PRINT .BRAILLE  OR 

RECORDED 

LITTLE  OR  NO  DIFFICULTY 

98 

22 

5 

30 

26 

11 

4 

DIFFICULT  OR  WITH  AID 

35 

5 

:        3 

6 

!    10 

1     8 

:        3 

DO  NOT,VISION/HEALTH 

66 

2 

4 

17 

24 

:       14 

5 

DO  NOT, OTHER  REASON 

10 

1 

:    o 

!     5 

!     3 

!     1 

!     0 

DK  NA 

1 

0 

:    o 

0 

!     1 

!    0 

0 

TOTAL 

210 

30 
[ 

:       12 
» 

!    58 
i 

:      64 

i ' — 

:      34 

( 

:   12 
i 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE  4A   -   FUNCTIONAL  LIMITATIONS :  HOUSEHOLD 
STATEWIDE  AND  BY  REGION  -  PERCENTAGES 


STATE 

._ __. 

VDVH  REGIONAL  OFFICE 

. 

-WIDE 

.f j j i j 

% 

ARLIN 

BRIST 

NORFO 

RICHM 

ROANO 

WAYNE 

GTON 
^_ 

OL 

i 

LK 

i j 

OND 

i ., 

KE 

SBORO 

7o     |     ife     |     To     |     To     |     /o     |     /o 
+ -L          J-        -J.          J- 

SHOPPING 

( GROCERY , CLOTHING , ETC 
) 

LITTLE  OR  NO  DIFFICULTY 

13% 

10% 

17% 

12% 

20% 

6% 

0% 

DIFFICULT  OR  WITH  AID 

63% 

70% 

75% 

67% 

53% 

65% 

58% 

DO  NOT, VISION/HEALTH 

20% 

13% 

0% 

17% 

23% 

26% 

25% 

DO  NOT, OTHER  REASON 

5% 

7% 

8% 

3% 

3% 

3% 

17% 

TOTAL 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

PREPARING  MEALS 

LITTLE  OR  NO  DIFFICULTY 

56% 

70% 

75% 

60% 

52% 

41% 

50% 

DIFFICULT  OR  WITH  AID 

20% 

17% 

25% 

16% 

20% 

26% 

17% 

DO  NOT, VISION/HEALTH 

17% 

10% 

0% 

19% 

19% 

24% 

17% 

DO  NOT, OTHER  REASON 

7% 

3% 

0% 

5% 

9% 

9% 

17% 

TOTAL 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

HOUSEHOLD  CHORES 

( LAUNDRY , CLEANING ) 

LITTLE  OR  NO  DIFFICULTY 

48% 

57% 

58% 

52% 

50% 

35% 

17% 

DIFFICULT  OR  WITH  AID 

25% 

27% 

33% 

24% 

19% 

32% 

33% 

DO  NOT, VISION/HEALTH 

18% 

10% 

0% 

16% 

20% 

24% 

33% 

DO  NOT, OTHER  REASON 

10% 

7% 

8% 

9% 

11% 

9% 

17% 

TOTAL 

100% 

100% 

100% 

i 

100% 

i 1 

100% 

i 1 

100% 

1 1 

100% 

i 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE  4B  -   FUNCTIONAL  LIMITATIONS:  HOUSEHOLD 
STATEWIDE  AND  BY  REGION  -  BASE  NUMBERS 


■ + 

STATE!        VDVH  REGIONAL  OFFICE 
-WIDE! 

N 

ARLIN ! BRIST 1 NORFO  J RICHM 1 ROANO 1  WAYNE 
GTON  !OL    !LK    ! OND   ! KE    ! SBORO 

N   1   N   !   N   !   N   1   N   1   N 

SHOPPING 

( GROCERY , CLOTHING , ETC 

!    ) 

(LITTLE  OR  NO  DIFFICULTY 
DIFFICULT  OR  WITH  AID 
DO  NOT, VISION/HEALTH 
DO  NOT, OTHER  REASON 

TOTAL 

27 

132 

41 

10 

210 

3!     2!     7!    13!     2!     0 

21!     9!    39!    341    22!     7 

4!     0!    10!    15!     9!     3 

2!     1 1     21     2!     1  !     2 

3o!    12!    58!    64 !    34!    12 

PREPARING  MEALS 

LITTLE  OR  NO  DIFFICULTY 
DIFFICULT  OR  WITH  AID 
DO  NOT, VISION/HEALTH 
DO  NOT, OTHER  REASON 

TOTAL 

118 
41 
36 
15 

210 

21!     9!    35!    33!    14!     6 
5!     3!     9!    131     9!     2 
3!     0!    11 !    12!     81     2 
1  !     0!     3!     6!     3!     2 

3o'l    12!    58!    64!    34!    12 

HOUSEHOLD  CHORES 

( LAUNDRY , CLEANING ) 

LITTLE  OR  NO  DIFFICULTY 
DIFFICULT  OR  WITH  AID 
DO  NOT, VISION/HEALTH 
DO  NOT, OTHER  REASON 

TOTAL 

100 
53 
37 
20 

210 

1      1      1      1      1 

17!     71    30!    32!    12!     2 
8!     4!    14!    12!    11!     4 
3!     0!     9!    13!     8!     4 
2!     1  1     5  !     7  !     3!     2 

30!    12!    58!    64!    34!    12! 

1 L +        )        ,  1 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE  5A  -   DEMOGRAPHIC:  SEX,  RACE,  AGE 
STATEWIDE  AND  BY  REGION  -  PERCENTAGES 




1 
STATE 

VDVH  REGIONAL  OFFICE 

— 

. 

-WIDE 

. ± L L L 1 

% 

ARLIN 

BRIST I NORFO \ RICHM I ROANO \ WAYNE 

GTON  !OL    ILK    j OND   j KE    \ SBORO 
+ + +  _____  .j .f. .. 

%   i   %   i   %   i   %   i   % 

% 

SEX 

f 

72% 

70% 

67%  j  79%  !  72%  !  59% 

83% 

m 

28% 

30% 

33%  ;  21%  :  28%  :  41% 

17% 

TOTAL 

100% 

100% 

100%  ! 100%  ! 100%  ! 100% 

100% 

RACE  WHITE  OR  NONWHITE 

WHITE 

62% 

77% 

92%  !  55%  !  56%  !  65% 

58% 

NONWHITE 

31% 

17% 

8%  !  41%  !  42%  !  21% 

17% 

INFO  MISSING 

6% 

7% 

0%  !   3%  i   2%  !  15% 

25% 

TOTAL 

100% 

100% 

100%  ! 100%  !100%  1100% 

100% 

CURRENT  AGE  IN  5 

CATEGORIES 

2  5  THRU  45  YRS 

11% 

10% 

25%  :   16%  :     8%  :     9% 

8% 

46  THRU  60  YRS 

25% 

23% 

25%  :  28%  :  28%  :  21% 

17% 

61  THRU  70  YRS 

22% 

27% 

8%  i  22%   :    22%   :    21% 

25% 

71  THRU  80  YRS 

24% 

20% 

33%  !  17%  !  28%  !  24% 

42% 

81  YEARS  OR  OLDER 

17% 

20% 

8%  !  17%  !  14%  !  26% 

8% 

TOTAL 

■ 

100% 

100% 

1 

100%  ;ioo%  ;ioo%  ;ioo% 

1 1 1 1 1 

100% 

i 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE   5B  -   DEMOGRAPHIC:  SEX,  RACE,  AGE 
STATEWIDE  AND  BY  REGION  -  BASE  NUMBERS 


STATE 
-WIDE 

VDVH  REGIONAL  OFFICE 

N 

ARLIN 1 BRIST 1 NORFO 1 RICHM 1 ROANO ! WAYNE 
GTON  [OL    ILK    1 OND   IKE    1 SBORO 

N   1   N   !   N   !   N   !   N   1   N 

SEX 

f 
ra 

TOTAL 

151 
59 

210 

21!     8  1    46!    46!    20  1    10 
9!     4!    12!    181    14!     2 
1      !      !      1      1 
30!    12!    58!    641    34  1    12 

RACE  WHITE  OR  NONWHITE 

WHITE 
NONWHITE 
INFO  MISSING 

TOTAL 

131 
66 
13 

210 

23!    11!    32!    36!    22!     7 
5!     1!    24!    27!     71     2 
2!     0!     2!     1 1     51     3 

30!    12!    58!    64!    34!    12 

CURRENT  AGE  IN  5 
CATEGORIES 

2  5  THRU  4  5  YRS 
46  THRU  60  YRS 
61  THRU  70  YRS 
71  THRU  80  YRS 
81  YEARS  OR  OLDER 

TOTAL 

24 
53 
46 
51 
36 

210 

III!! 

3  1     3 1     9 1     5  1     3  1     11 
7 1     3!    16!    181     7!     2 
8!     1 !    13!    14!     7!     31 
6!     4!    10!    18!     8!     5 
6!     1 1    10!     9!     9!     1 

30!    12!    58!    641    34!    12 
1 1 j 1 * [ 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE  6A   -   DEMOGRAPHIC:  SOCIOECONOMIC 
STATEWIDE  AND  BY  REGION  -  PERCENTAGES 


STATE 

VDVH 

REGIONAL  OFFICE 

-WIDE 

.__ .j 1 L 1 J 

% 

ARLIN 

BRIST 

NORFO 

RICHMJROANO 

WAYNE 

GTON 

OL 

LK 

OND   ! KE 

SBORO 

% 

r _ . 

% 

% 

%   !   % 

% 

1 1 

.      .j 

{.       .j 

b                  +        i 

HIGHEST  EDUCATION  IN  3 

CATEGORIES 

LESS  THAN  HS  GRAD 

51% 

30% 

67% 

52% 

55%  !  56% 

58% 

HS  GRAD 

26% 

27% 

25% 

31% 

23%  !  24% 

17% 

SOME  COLLEGE  OR  MORE 

20% 

43% 

8% 

14% 

TOTAL 

98% 

100% 

100% 

97% 

98%  ! 100% 

83% 

INCOME  IN  4  CATEGORIES 

UNDER  $5000 

22% 

7% 

25% 

21% 

23%  !  24% 

58% 

$5000-$9999 

19% 

17% 

25% 

21% 

17%  !  21% 

8% 

$10000-$19999 

19% 

23% 

25% 

21% 

14%  !  26% 

0% 

[$20000  OR  MORE 

12% 

33% 

0% 

10% 

8%  !   9% 

8% 

INFO  MISSING 

28% 

20% 

25% 

28% 

38%  !  21% 

25% 

TOTAL 

100% 

100% 

100% 

100% 

100%  1100% 

100% 

LIVING  ARRANGEMENT  IN  3 

CATEGORIE 

LIVES  ALONE 

28% 

37% 

33% 

21% 

28%  !  26% 

42% 

WITH  RELATIVES  OR 

FRIENDS 

62% 

53% 

58% 

71% 

61%  !  71% 

33% 

GROUP  RESIDENCE  OR  OTHER 

7% 

10% 

8% 

3% 

9%  !   3% 

8% 

INFO  MISSING 

3% 

0% 

0% 

5% 

2%  !   0% 

17% 

TOTAL 

100% 

100% 

1 

100% 

L 4 

100% 

>■ ■ 

100%  : ioo% 

100% 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE  6B   -   DEMOGRAPHIC:  SOCIOECONOMIC 
STATEWIDE  AND  BY  REGION  -  BASE  NUMBERS 


STATE 
-WIDE 

VDVH  REGIONAL  OFFICE 

N 

ARLIN ! BRIST ! NORFO ! RICHM ! ROANO ! WAYNE 
GTON  !OL    ILK    ! OND   j KE    ! SBORO 

N   !   N   !   N   !   N   !   N   !   N 

HIGHEST  EDUCATION  IN  3 
CATEGORIES 

LESS  THAN  HS  GRAD 

HS  GRAD 

SOME  COLLEGE  OR  MORE 

108 
54 
43 

9 

8 

13 

8!    30!    35!    19 
3!    18!    15!     8 
1 !     8!    13!     7 

7 
2 

1 

TOTAL 

205 

30 

12!    56!    63!    34 

10 

INCOME  IN  4  CATEGORIES 

UNDER  $5000 
$5000-$9999 
$10000-$19999 
$20000  OR  MORE 
INFO  MISSING 

47 
39 
40 
25 
59 

2 
5 
7 
10 
6 

3!    12!    15!     8 
3 !    12  !    11  !     7 
3!    12!     9!     9 
0!     6!     5!     3 
3|    16!    24!     7 

7 

0 
1 
3 

TOTAL 

210 

30 

12!    58!    64!    34 

12 

LIVING  ARRANGEMENT  IN  3 
CATEGORIE 

LIVES  ALONE 

WITH  RELATIVES  OR 

FRIENDS 
GROUP  RESIDENCE  OR  OTHER 
INFO  MISSING 

59 

131 

14 

6 

11 

16 
3 

0 

4!    12!    18!     9 

7!    41!    39!    24 
1 !     2!     6!     1 
0 !     3 !     1  !     0 

5 

4 
1 
2 

TOTAL 

210 

30 

12!    58!    64!    34 

L  ,  ,,   -.  + 4 ). 4 

12 

i 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE  7A   -   PROGRAM  CHARACTERISTICS 
STATEWIDE  AND  BY  REGION  -  PERCENTAGES 


1 

STATE 

VDVH 

REGIONAL  OFFICE 

-WIDE 

_  _ i 

j 

% 

arlin; 

brist; 

norfo; 

RICHM' 

1 

ROANO' 

WAYNE 

GTON  ! 

OL    ! 

LK    ! 

OND  : 

KE 

SBORO 

H 

H 

4 

4 

H 

4 

. . 

%     : 

%  ! 

%    : 

%    : 

%     : 

-%  * 

Closure  status 

SUCCESSFUL 

90% 

77%  : 

92%  ! 

91%  ! 

97%  : 

91%  ! 

83% 

NOT  SUCCESSFUL 

10% 

23% 

8% 

9% 

3% 

9% 

17% 

TOTAL 

100% 

100% 

100% 

100% 

100% 

PROGRAM  CATEGORY  IS  VR 

NOT  VR 

76% 

73% 

58% 

79% 

83% 

71% 

58% 

VR 

24% 

27% 

42% 

21% 

17% 

29% 

42% 

TOTAL 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

PROGRAM  CATEGORY  IS 

REHABILITATION 

TEACHING 

NOT  RT 

25% 

23% 

25% 

21% 

17% 

44% 

42% 

RT 

75% 

77% 

75% 

79% 

83% 

56% 

58% 

TOTAL 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

PROGRAM  CATEGORY  IS 

INDEPENDENT  LIVING 

L    CENTER 

NOT  ILC 

92% 

93% 

100% 

100% 

92% 

7  4% 

100% 

ILC 

8% 

7% 

0% 

0% 

8% 

!  26% 

!   0% 

TOTAL 

100% 

100% 

100% 

100% 

100% 

!  100% 

!  100% 

t WHERE  RECEIVED  SERVICES 

|IN  HOME 

70% 

73% 

75% 

71% 

66% 

71% 

83% 

REHAB  CENTER 

7% 

!   7% 

,   8% 

5% 

!   8% 

:    6% 

!  17% 

BOTH 

16% 

!  13% 

17% 

17% 

2  2% 

9% 

0% 

OTHER 

5% 

!   3% 

!   0% 

!   5% 

!   3% 

!  15% 

!   0% 

DK  NA 

1% 

!   3% 

0% 

,   2% 

2% 

:     0% 

!   0% 

TOTAL 

100% 

!  100% 

\ 

!  100% 
i 

!  100% 
1 

;  100% 
I 

:  100% 
\ 

i  100% 
i 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE  7B   -   PROGRAM  CHARACTERISTICS 
STATEWIDE  AND  BY  REGION  -  BASE  NUMBERS 


1 

STATE ! 
-WIDE! 

VDVH 

REGIONAL  OFFICE 

N 

ARLIN! 
GTON  ! 

BRIST! 
OL 

NORFO ! RICHM ! ROANO \ 
LK    !OND   !KE    ! 

WAYNE 
SBORO 

N   ! 

N   ! 

N   !   N   !   N   ! 

-N  * 

Closure  status 

SUCCESSFUL 
NOT  SUCCESSFUL 

190! 
20 

23! 

7! 

11 ! 
1! 

53!    62!    31! 
5!     2!     3 

10 
2 

TOTAL 

210* 

30! 

12! 

58!    64!    34* 

12 

PROGRAM  CATEGORY  IS  VR 

NOT  VR 
VR 

159 

51 

22! 
8 

7! 
5 

46!    53!    24 
12!    11!    10 

7 
5 

TOTAL 

210 

30 

12 

58!    64!    34 

12 

PROGRAM  CATEGORY  IS 
REHABILITATION 
TEACHING 

NOT  RT 
RT 

53 
157 

7 
23 

3 
9 

12!    11!    15 
46!    53!    19 

5 
7 

TOTAL 

210 

30 

12 

58!    64!    34 

12 

PROGRAM  CATEGORY  IS 
INDEPENDENT  LIVING 
CENTER 

NOT  ILC 
ILC 

194 
16 

28 
I     2 

12 
0 

58!    59!    25 
0!     5!     9 

12 
!     0 

TOTAL 

210 

!    30 

:      12 

!    58!    64!    34 

!    12 

WHERE  RECEIVED  SERVICES 

IN  HOME 

REHAB  CENTER 

BOTH 

OTHER 

DK  NA 

148 

15 

33 

11 

3 

!    22 
!     2 
!     4 
!     1 
!    1 

9 

;    i 

!     2 

!    o 
!    0 

41!    42!    24 
1     3!     5!     2 
|    10!    14!     3 
!     3!     2!     5 
!     1!     1!     0 

!    10 
2 

!     0 
0 

;        o 

TOTAL 

I   210 

!    30 
j 

!    12 
1 

!    58!    64!    34 
\ 1 1 

!    12 

* 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE  8A  -  INITIAL  INTERESTS  FOR  SERVICES  (SUBSET  1) 
STATEWIDE  AND  BY  REGION  -  PERCENTAGES 


! 

\. ,/ 

STATE!         VDVH  REGIONAL  OFFICE 
-WIDE! 

+ + + + + + 

%   ! ARLIN ! BRIST ! NORFO ! RICHM | ROANO ! WAYNE 
!GTON  !OL    !LK    ! OND   ! KE    ! SBORO 

i%i%i%i%i%i   -%  .* 

FIRST  INTERESTED  IN 
HOMEMAKING  SKILLS 

NOT  MENTIONED 
MENTIONED 

59%  !  47%  !  50%  j  60%  !  66%  !  56%  j  67% 
41%  !  53%  !  50%  !  40%  !  34%  !  44%  !  33% 

FIRST  INTERESTED  IN 

COUNSELLING/GUIDANCE/ 
REFERRAL 

NOT  MENTIONED 
MENTIONED 

73%  !  73%  !  67%  !  81%  !  70%  !  68%  \    75% 
27%  !  27%  !  33%  !  19%  J  30%  !  32%  !  25% 

FIRST  INTERESTED  IN 
EDUCATION  SERVICES 

NOT  MENTIONED 
MENTIONED 

86%  !  93%  !  67%  !  90%  J  84%  !  79%  ! 100% 
14%  !   7%  !  33%  !  10%  !  16%  !  21%  !   0% 

FIRST  INTERESTED  IN 

COMMUNICATION  SKILLS 

NOT  MENTIONED 
MENTIONED 

66%  !  53%  !  67%  !  69%  !  69%  !  62%  J  83% 
34%  !  47%  !  33%  !  31%  !  31%  !  38%  !  17% 

FIRST  INTERESTED  IN 

EMPLOYMENT  SERVICES 

NOT  MENTIONED 
MENTIONED 

89%  !  97%  !  75%  !  90%  !  86%  !  85%  ',  100% 
11%  !   3%  !  25%  !  10%  !  14%  !  15%  !   0% 

FIRST  INTERESTED  IN 
MEDICAL  ASSISTANCE 
(INCL  LV) 

NOT  MENTIONED 
MENTIONED 

!!!!!! 

80%  !  80%  !  75%  !  84%  !  78%  !  74%  !  83% 
20%  !  20%  !  25%  !  14%  !  22%  !  26%  !  17% 

FIRST  INTERESTED  IN 
SPECIAL 
AIDS/APPLIANCES 

NOT  MENTIONED 
MENTIONED 

64%  !  60%  !  58%  !  72%  !  59%  !  59%  j  75% 

36%  !  40%  !  42%  !  28%  !  39%  J  4  1%  !  25% 

1 1 1 1 1 1 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE 8B   -  INITIAL  INTERESTS  FOR  SERVICES  (SUBSET  1) 
STATEWIDE  AND  BY  REGION  -  BASE  NUMBERS 


l 1 

STATE!         VDVH  REGIONAL  OFFICE 
-WIDE! 

N   ! ARLIN! BRIST!NORFO!RICHM!ROANO! WAYNE 
1GTON  !OL    ILK    ! OND   ! KE    | SBORO 
+ + + + + + 

!   N   !   N   !   N   !   N   ',   N   !   N   * 

FIRST  INTERESTED  IN 
HOMEMAKING  SKILLS 

NOT  MENTIONED 
MENTIONED 

124!    14!     6!    35!    42!    19!     8 
86!    16!     6!    23!    22!    15 |     4 

FIRST  INTERESTED  IN 
'           COUNSELLING/GUIDANCE/ 
REFERRAL 

NOT  MENTIONED 
MENTIONED 

■      i      i      i      i      i 
i      i      i      i      i      i 

154!    22!     8!    47!    45!    23!     9 
56!     8!     4!    11!    19!    11!     3 

FIRST  INTERESTED  IN 
EDUCATION  SERVICES 

NOT  MENTIONED 
MENTIONED 

!!!!!! 

i         i         r         i         i         i         i 
i         i         i         i         i         i         i 

:::::: 

181!    28!     8!    52!    54!    27!    12 
29!     2!     4!     6!    10!     7!     0 

FIRST  INTERESTED  IN 

COMMUNICATION  SKILLS 

NOT  MENTIONED 
MENTIONED 

139!    16!     8!    40!    44!    21!    10 
71!    14!     4!    18!    20!    13!     2 

FIRST  INTERESTED  IN 

EMPLOYMENT  SERVICES 

NOT  MENTIONED 
MENTIONED 

186!    29!     9!    52!    55!    29!    12 
24!     1!     3!     6!     9!     5!     0 

FIRST  INTERESTED  IN 
MEDICAL  ASSISTANCE 
(INCL  LV) 

NOT  MENTIONED 
MENTIONED 

167!    24!     9!    49!    50!    25!    10 
42!     6!     3!     8!    14!     9!     2 

FIRST  INTERESTED  IN 
SPECIAL 
AIDS/APPLIANCES 

NOT  MENTIONED 
MENTIONED 

i      i      i      i      i      i 

134!    18!     7!    42!    38!    20!     9 
!    75!    12!     5!    16!    25!    14!     3 
1 1 1 1 1 1 

- 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE  9A   -  INITIAL  INTERESTS  FOR  SERVICES  (SUBSET  2) 
STATEWIDE  AND  BY  REGION  -  PERCENTAGES 


STATE 
-WIDE 

VDVH  REGIONAL  OFFICE 

% 

ARLIN ! BRIST  j NORFO  j RICHM  j ROANO  j WAYNE 
GTON  !OL    !LK    |  OND   J  KE    ',  SBORO 

%:%:%!%!%:% 

FIRST  INTERESTED  IN 
MOBILITY  SKILLS 

NOT  MENTIONED 
MENTIONED 

65% 
35% 

57%  !  50%  J  66%  j  75%  !  53%  !  75% 
43%  !  50%  !  34%  |  25%  |  47%  j  25% 

FIRST  INTERESTED  IN 
FINANCIAL  AID 

NOT  MENTIONED 
MENTIONED 

86% 
14% 

90%  !  67%  !  88%  J  89%  |  85%  J  75% 
10%  !  33%  !  12%  I  11%  !  15%  !  25% 

FIRST  INTERESTED  IN 

SOCIAL/RECREATIONAL 
SERVICES 

NOT  MENTIONED 
MENTIONED 

87% 
13% 

■       i       i       i       i 
90%  !  92%  !  84%  \    86%  !  85%  j 100% 

10%  :     8%  :   16%  j   14%  i   15%  :     o% 

FIRST  INTERESTED  IN 
HOUSING  ASSISTANCE 

NOT  MENTIONED 
MENTIONED 

95% 
5% 

93%  !  92%  !  93%  |  97%  J  94%  ! 100% 
7%  !   8%  !   7%  !   3%  !   6%  |   0% 

FIRST  INTERESTED  IN 
OTHER  SERVICES 

NOT  MENTIONED 
MENTIONED 

75% 
25% 

87%  !  75%  !  72%  !  81%  j  68%  •  50% 
13%  !  25%  !  28%  |  19%  j  32%  j  50% 

DON'T  KNOW  OR  NO  ANSWER 
ON  FIRST  INTEREST 

NOT  MENTIONED 
MENTIONED 

86% 
12% 

80%  !  83%  !  86%  !  84%  J  88%  j 100% 
17%  |  17%  !  10%  !  16%  !   9%  !   0% 
I 1 1 1 h 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE  9B  -  INITIAL  INTERESTS  FOR  SERVICES  (SUBSET  2) 
STATEWIDE  AND  BY  REGION  -  BASE  NUMBERS 


1 

1 

1 

STATB 
-WIDE 

► 

VDVH  REGIONAL  OFFICE 

N 

ARLIN ! BRIST ! NORFO • RICHM  j ROANO  j WAYNE 
GTON  !OL    !LK    !OND   J KE    | SBORO 
+ + + + + 

N   !   N   !   N   !   N   !   N   !   N 

FIRST  INTERESTED  IN 
MOBILITY  SKILLS 

! NOT  MENTIONED 
MENTIONED 

136 
74 

17!     6!    38!    48!    18!     9 
13!     6!    20!    16!    16!     3 

FIRST  INTERESTED  IN 
FINANCIAL  AID 

NOT  MENTIONED 
MENTIONED 

181 
29 

27!     8!    51!    57!    29!     9 
3!     4!     7!     7!     5!     3 

FIRST  INTERESTED  IN 

SOCIAL/RECREATIONAL 
SERVICES 

NOT  MENTIONED 
MENTIONED 

183 
27 

27!    U!    49!    55!    29!    12 
3!     1!     9!     9!     5!     0 

FIRST  INTERESTED  IN 

HOUSING  ASSISTANCE 
NOT  MENTIONED 
MENTIONED 

199 
11 

28!    11!    54!    62!    32!    12 
2!     1  !     4!     2!     2!     0 

FIRST  INTERESTED  IN 
OTHER  SERVICES 

NOT  MENTIONED 
MENTIONED 

158 
52 

26!     9!    42!    52!    23!     6 
4!     3!    16!    12!    11 !     6 

DON'T  KNOW  OR  NO  ANSWER 
ON  FIRST  INTEREST 

NOT  MENTIONED 
MENTIONED 

. . 

180 
26 

1 

24!    10!    50!    54!    30!    12 
5!     2!     6!    10!     3!     0 
1 1 1 1 1 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE  10A  -   ATTITUDES  TO  VDVH  SERVICES 
BY  INVOLVEMENT  IN  PLANNING  -  PERCENTAGES 


STATE 
-WIDE 

INVOLVEMENT  IN 
DETERMINING  SERVICES    1 

% 

A  LOTJSOMEWJ  NOT  JDK  NA 

IHAT   iinvol; 

!       jVED   ! 

%!%!%!  % 

INDEX  OF  WHETHER 
SERVICES  HELPED 

ALL  HELPED 

ONE  DID  NOT 
2+  DID  NOT 

TOTAL 

69% 
17% 
14% 

100% 

11%     \     60%  !  69%  !  6  1% 
11%  !  18%  !  2  3%  !  2  4% 
11%  !  2  2%  !   8%  !  15% 

100%  |100%  |100%  [100% 

GOT  SERVICES  WANTED? 
YES 

NO 
MISSING 

TOTAL 

7  7% 
13% 
10% 

100% 

92%  !  88%  !  4  6%  !  5  5% 
6%  I   8%  !  3  3%  !  18% 
2%  !   4%  !  21%  !  2  7% 

100%  ! 100%  ! 100%  ! 100% 

WANTS  ADDITIONAL 
SERVICES? 

NO 
YES 

TOTAL 

58% 
42% 

100% 

66%  !  62%  !  49%  !  42% 
34%  !  38%  !  51%  !  58% 

100%  : 100%  ; 100%  : 100% 

SATISFACTION  WITH 
SERVICES 

VERY  SAT 
SOMEWHAT  SAT 
SOMEWHAT  DISSAT 
VERY  DISSAT   ' 
DK  NA 

TOTAL 

6  3% 

2  4% 

3% 

3%' 

7% 

100% 

82%  i  56%  !  4  9%  ;  3  9% 

13%  !  36%  !  31%  !  2  7% 

3%  !   6%  :   3%  !   0% 

2%  !   2%  J   5%  !   3% 

0%  J   0%  !  13%  !  30% 

100%  ! 100%  ; 100%  ; 100% 

WOULD  RECOMMEND  VDVH 
TO  FRIEND? 

STRONGLY 

WITH  RESERVATION 

NO 
DK  NA 

TOTAL 

84% 
5% 
2% 
9% 

100% 

9  3%  !  84%  !  7  7%  j  7  0% 
3%  !   8%  !   8%  I   3% 
2%  !   2%  !   3%  !   0% 
1%  i   6%  !  13%  J  2  7% 

100%  : 100%  : 100%  : ioo% 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE 10B  -   ATTITUDES  TO  VDVH  SERVICES 
STATEWIDE  AND  BY  REGION  -  BASE  NUMBERS 


STATE 
-WIDE 

VDVH  REGIONAL  OFFICE 

N 

ARLIN! 
GTON  1 

BRIST! 
OL    ! 

NORFO 1 RICHM 1 ROANO 1  WAYNE 
LK    !OND   IKE     1SBORO 

N   1 

N   1 

N   1   N   !   N   1   N   I 

INDEX  OF  WHETHER      j 
SERVICES  HELPED 

ALL  HELPED 

ONE  DID  NOT 
2+  DID  NOT 

TOTAL 

145 
36 
29 

210 

17! 
5 
8! 

30 

9 
2 

1 

12 

39!    46!    241    10 

13!    10!     5!     1 

6!     8!     5  1     1 

58!    64!    34!    12 

GOT  SERVICES  WANTED? 
YES 

NO 
MISSING 

TOTAL 

161 
28 
21 

210 

25 

4 

1 

30 

10 

1 
1 

12 

42  1    47!    30!     7 

11 1     9!     2!     1 

5!     8!     2!     4 

58!    64!    34!    12 

WANTS  ADDITIONAL 
SERVICES? 

NO 
YES 

TOTAL 

122 
88 

210 

17 
13 

30 

4 
8 

12 

38!    38!    22!     3 
201    26!    12!     9 

58!    641    34!    12 

SATISFACTION  WITH 
SERVICES 

VERY  SAT 
SOMEWHAT  SAT 
SOMEWHAT  DISSAT 
VERY  DISSAT 
DK  NA 

TOTAL 

132 

50 

7 

6 

15 

210 

21 
5 
2 

1 
"  1 

30 

10 
2 
0 
0 
0 

12 

31 1    42!    22  1     6 

16  1    13  1    10!     4 

4 1     0!     1  1     0 

!     3!     2!     0!     0 

4  1     7  1     11     2 

!    58!    64!    34!    12 

WOULD  RECOMMEND  VDVH 
TO  FRIEND? 

STRONGLY 

WITH  RESERVATION 

NO 

DK  NA 

TOTAL 

177 

11 

4 

18 

210 

27 
0 

1 
2 

30 

12 
!     0 
1     o 
1     o 

1    12 

47  1    53!    29!     9 
!     6  1     2  !     2  1     I 
1     1  1     1  1     1  !     0 
1     4  !     8 !     2  1     2 

1    5  8 !    6  4!    34!    12 

TELEPHONE  SURVEY  OF  NON VOCATIONAL  CLIENTS 

TABLE  HA  -   INVOLVEMENT  AND  PERCEIVED  OUTCOMES 
STATEWIDE  AND  BY  REGION 


STATE 

VDVH 

REGIONAL  OFFICE 

-WIDE 

.j 

^ 

j 

_l 

% 

ARLIN! 

BR1ST! 

NORFO! 

RICHM, 

ROANO ! 

WAYNE 

GTON  ! 

. -| 

ol   ; 

_i 

LK    : 

« 

OND   ! 

KE    ! 

SBORO 

%   ! 

%  : 

%  : 

%  : 

%  : 

% 

INVOLVEMENT  IN 

DETERMINING 

SERVICES 

A  LOT' 

42% 

4  7%  ! 

58%  ! 

36% 

4  5% 

41%  : 

2  5% 

SOMEWHAT 

24% 

27% 

17% 

31% 

17% 

29% 

8% 

NOT  INVOLVED 

19% 

13%  : 

8% 

24% 

17% 

12%  ! 

4  2% 

DK  NA 

16% 

13% 

17% 

9% 

20% 

18% 

2  5% 

TOTAL 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

HOW  MUCH 

SELF-CONFIDENCE 

GAINED? 

MUCH  MORE 

52% 

60% 

7  5% 

4  5% 

4  7% 

5  9% 

50% 

A  LITTLE 

25% 

20% 

2  5% 

28% 

2  8% 

2  1% 

2  5% 

NO  ADDITIONAL 

14% 

13% 

0% 

19% 

13% 

15% 

8% 

DK  NA 

9% 

7% 

0% 

9% 

13% 

6% 

17% 

TOTAL 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

HOW  MUCH 

INDEPENDENCE 

GAINED? 

GREAT  DEAL 

4  0% 

4  7% 

50% 

3  8% 

3  3% 

4  7% 

3  3% 

SOME 

35% 

3  7% 

4  2% 

!  3  3% 

!  3  9% 

:  32% 

!  2  5% 

NO  INDEPENDENCE 

17% 

13% 

8% 

19% 

19% 

12% 

2  5% 

DK  NA 

9% 

3% 

0% 

!  10% 

!   9% 

:  9% 

1  17% 

TOTAL 

100% 

100% 

100% 

100% 

:  100% 

]  100% 

:  100% 

HOW  MUCH  MORE 

COMFORTABLE  IN 

RELATIONSHIPS? 

A  LOT  MORE 

39% 

53% 

5  8% 

!  38% 

!  31% 

:  44% 

17% 

SOMEWHAT 

29% 

17% 

!  17% 

!  3  3% 

!  3  1  % 

!  29% 

!  33% 

NO  MORE 

21% 

2  7% 

!  17% 

!  21% 

:  23% 

:  12% 

2  5% 

DK  NA 

11% 

3% 

i   8% 

;   9% 

!  14% 

:  15% 

1  2  5% 

TOTAL 

100% 

100% 

!  100% 

i 

!  100% 

:  100% 

* 

:  ioo% 

:  ioo% 

TELEPHONE  SURVEY  OF  NONVOUATIONAL  CLIENTS 


TABLE  HB 


INVOLVEMENT  AND  PERCEIVED  OUTCOMES 
STATEWIDE  AND  BY  REGION 


STATE 

VDVH 

REGIONAL  OFFICE 

-WIDE 

N 

ARLIN 

BRIST 

■ + 

NORFO 

■ T -\ 

RICHMIROANO 

WAYNE 

GTON 

. 

OL 

. 

LK 

OND   !KE 

SBORO 

N 

N 

N 

. + . 

N   ,'   N   ! 

N 

INVOLVEMENT  IN 

DETERMINING 

SERVICES 

A  LOT 

88 

14 

7 

21 

29  !    14 

3 

SOMEWHAT 

50 

8 

2 

18 

11!    10 

I 

NOT  INVOLVED 

39 

4 

1 

14 

11  !     4 

5 

DK  NA 

33 

4 

2 

5 

13!     6 

3 

TOTAL 

210 

30 

12 

58 

64  !    34 

12 

HOW  MUCH 

SELF-CONFIDENCE 

GAINED? 

MUCH  MORE 

109 

18 

9 

26 

30!    20 

6 

A  LITTLE 

53 

6 

3 

16 

18!     7 

3 

NO  ADDITIONAL 

29 

4 

0 

11 

8!     5 

1 

DK  NA 

19 

2 

0 

5 

8!     2 

2 

TOTAL 

210 

30 

12 

58 

64!    34 

12 

HOW  MUCH 

INDEPENDENCE 

GAINED? 

GREAT  DEAL 

83 

14 

6 

22 

21!    16 

4 

SOME 

74 

11 

5 

19 

2  5!     11 

!     3 

NO  INDEPENDENCE 

35 

4 

1 

11 

12!     4 

3 

DK  NA 

18 

1 

0 

6 

6!     3 

!     2 

TOTAL 

210 

30 

12 

58 

6  4!    34 

!    12 

HOW  MUCH  MORE 

COMFORTABLE  IN 

RELATIONSHIPS? 

A  LOT  MORE 

82 

16 

7 

22 

20!    15 

2 

SOMEWHAT 

60 

5 

2 

19 

!    20!    10 

!     4 

NO  MORE 

44 

8 

2 

12 

1  5  !     4 

3 

DK  NA 

24 

1 

1 

!     5 

9!     5 

!     3 

TOTAL 

210 

30 

12 

I 

!    5  8 
i 

!    6  4!    34 

!    12 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE  12A -   ATTITUDES  TO  VDVH  SERVICES 
STATEWIDE  AND  BY  REGION  -  PERCENTAGES 




STATE 

VDVH 

REGIONAL  OFFICE 

-WIDE 

j 

.| 

% 

ARLIN 

BRIST' 

NORFO! 

RICHM! 

roano; 

WAYNE 

GTON  ; 

OL    ! 

LK    ; 

OND   ; 

ke   : 

SBORO 

% 

%  : 

.  _  _- . 

%   ! 

. . 

%  : 
. 

%  : 

H 

% 

INDEX  OF  WHETHER 

. 

SERVICES  HELPED 

ALL  HELPED 

69% 

57% 

7  5% 

6  7% 

72%  : 

7 1  %  ; 

8  3% 

ONE  DID  NOT 

17% 

17% 

17% 

2  2% 

16% 

1  5% 

8% 

2+  DID  NOT 

14% 

27% 

8% 

10% 

13% 

15%  ' 

8% 

TOTAL 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

GOT  SERVICES  WANTED? 

YES 

77% 

83% 

83% 

7  2% 

7  3% 

88% 

5  8% 

NO 

13% 

13% 

8% 

19% 

14% 

6% 

8% 

MISSING 

10% 

3% 

8% 

9% 

13% 

6% 

3  3% 

TOTAL 

100% 

100% 

100% 

100% 

100% 

100% 

10  0% 

WANTS  ADDITIONAL 

NO 

58% 

5  7% 

3  3% 

66% 

59% 

6  5% 

2  5% 

YES 

4  2% 

4  3% 

6  7% 

34% 

4  1% 

3  5% 

7  5% 

TOTAL 

100% 

100% 

100% 

100% 

100% 

100% 

10  0% 

SATISFACTION  WITH 

SERVICES 

VERY  SAT 

6  3% 

70% 

8  3% 

5  3% 

66% 

6  5% 

5  0% 

SOMEWHAT  SAT 

24% 

17% 

17% 

28% 

20% 

29% 

3  3% 

SOMEWHAT  DISSAT 

3% 

7% 

0% 

7% 

0% 

3% 

0% 

VERY  DISSAT 

3% 

3% 

0% 

5% 

3% 

0% 

0% 

DK  NA 

7% 

3% 

0% 

7% 

11% 

3% 

17% 

TOTAL 

100% 

100% 

:  ioo% 

1  100% 

100% 

100% 

100% 

WOULD  RECOMMEND  VDVH 

TO  FRIEND? 

STRONGLY 

84% 

90% 

!  100% 

:  8 1  % 

!  8  3% 

8  5% 

7  5% 

WITH  RESERVATION 

5% 

0% 

;  o% 

!  10% 

:  3% 

!   6% 

!   8% 

NO 

2% 

3% 

!   0% 

!   2% 

:  2% 

3% 

0% 

DK  NA 

9% 

7% 

:  o% 

:  7% 

!  13% 

!   6% 

1  17% 

TOTAL 

100% 

100% 

;  ioo% 
< 

;  100% 
\ 

!  100% 

\ 

:  100% 
i 

;  100% 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE  12B  -   ATTITUDES  TO  VDVH  SERVICES 
BY  INVOLVEMENT  IN  PLANNING  -  BASE  NUMBERS 




STATE 

INVOLVEMENT  IN 

-WIDE 

DETERMINING  SERVICES 

j i_      j-       i 

N 

A  LOT! 

SOMEW J 
HAT 

., 

NOT  ! 
INVOL 
VED   ! 

DK  NA 



N   ! 

N   , 

N   ' 

N 

INDEX  OF  WHETHER 

SERVICES  HELPED 

ALL  HELPED 

145 

68 

30 

27 

20 

ONE  DID  NOT 

36 

10 

9 

9 

8 

2  +  DID  NOT 

29 

10 

11 

3 

5 

TOTAL 

210 

88 

50 

39 

33 

GOT  SERVICES  WANTED? 

YES 

161 

81 

44 

18 

18 

NO 

28 

5 

4 

13 

6 

MISSING 

21 

2 

2 

8 

9 

TOTAL 

210 

88 

50 

39 

33 

WANTS  ADDITIONAL 

SERVICES? 

NO 

122 

58 

31 

19 

14 

YES 

88 

30 

19 

20 

19 

TOTAL 

210 

88 

50 

39 

3  3 

SATISFACTION  WITH 

SERVICES 

VERY  SAT 

132 

72 

28 

19 

13 

SOMEWHAT  SAT 

50 

11 

18 

12 

9 

SOMEWHAT  DISSAT 

,  7 

3 

3 

1 

0 

VERY  DISSAT 

6 

2 

1 

2 

1 

DK  NA 

15 

0 

0 

5 

10 

TOTAL 

210 

88 

50 

39 

1    3  3 

WOULD  RECOMMEND  VDVH 

TO  FRIEND? 

STRONGLY 

177 

82 

42 

30 

23 

WITH  RESERVATION 

11 

3 

4 

!     3 

!     1 

NO 

4 

2 

1 

1 

0 

DK  NA 

18 

1 

!     3 

:        5 

!     9 

TOTAL 

210 

88 

!    50 

!     39 

!     3  3 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE  13A  -   PERCEIVED  OUTCOMES  OF  SERVICES 
BY  INVOLVEMENT  IN  PLANNING  -  PERCENTAGES 


STATE 

INVOLVEMENT  IN 

-WIDE 

DETERMINING  SERVICES 

.j. .j. ^_ 

% 

A  LOTjSOMEWJ  NOT  | 
JHAT   ! INVOL 

:    ;ved  ; 

. .j. j. . 

DK  NA 

%!%;%■ 

% 

HOW  MUCH 

SELF-CONFIDENCE 

GAINED? 

MUCH  MORE 

52% 

69%  ;  4  2%  !  4  6% 

2  7% 

A  LITTLE 

2  5% 

2  2%  !  4  4%  !  18% 

15% 

NO  ADDITIONAL 

14% 

7%  !  12%  !  28% 

18% 

DK  NA 

9% 

2%  :  2%  :  8% 

39% 

TOTAL 

100% 

100%  ! 100%  ! 100% 

100% 

HOW  MUCH 

INDEPENDENCE 

GAINED? 

GREAT  DEAL 

4  0% 

56%  !  3  4%  !  28% 

18% 

SOME 

3  5% 

3  4%  !  4  4%  !  3  3% 

2  7% 

NO  INDEPENDENCE 

17% 

9%  !  2  2%  !  28% 

15% 

DK  NA 

9% 

1%  !   0%  !  10% 

3  9% 

TOTAL 

100% 

100%  : 100%  : 100% 

10  0% 

HOW  MUCH  MORE 

COMFORTABLE  IN 

RELATIONSHIPS? 

A  LOT  MORE 

39% 

59%  !  28%  !  2  3% 

2  1% 

SOMEWHAT 

29% 

2  3%  !  48%  !  3  3% 

!   9% 

NO  MORE 

21% 

15%  !  2  4%  !  2  8% 

2  4% 

DK  NA 

11% 

3%  !   0%  ;  15% 

!  4  5% 

TOTAL 

100% 

too%  : ioo%  :  100% 

1 — 1 

I  100% 

I 

TELEPHONE  SURVEY  OF  NONVOCATIONAL  CLIENTS 

TABLE  13B  -   PERCEIVED  OUTCOMES  OF  SERVICES 
BY  INVOLVEMENT  IN  PLANNING  -  BASE  NUMBERS 


STATE 

INVOLVEMENT  IN 

-WIDE 

DETERMINING  SERVICES 

+ ^. j. 

N 

A  LOTISOMEW!  NOT  ! 
[HAT   JINVOL! 
!       !VED   ! 

N   !   N   !   N   ! 

DK  NA 

N 

HOW  MUCH 

SELF-CONFIDENCE 

GAINED? 

MUCH  MORE 

109 

61!    21!    18! 

9 

A  LITTLE 

53 

19!    22!     7 

5 

NO  ADDITIONAL 

29 

6!     6  !    11 

6 

DK  NA 

19 

2!     1  !     3 

13 

TOTAL 

210 

88!    50!    39 

3  3 

HOW  MUCH 

INDEPENDENCE 

GAINED? 

GREAT  DEAL 

83 

49  !    17  !    11 

6 

SOME 

74 

30!    22!    13 

9 

NO  INDEPENDENCE 

35 

8!    11  !    11 

5 

DK  NA 

18 

1  !     0!     4 

13 

TOTAL 

210 

88!    50!    39 

3  3 

HOW  MUCH  MORE 

COMFORTABLE  IN 

RELATIONSHIPS? 

A  LOT  MORE 

82 

5  2!    14!     9 

7 

SOMEWHAT 

60 

20!    24!    13 

!     3 

NO  MORE 

44 

13!    12!    H 

8 

DK  NA 

24 

3!     0!     6 

!    15 

TOTAL 

210 

88!    50!    39 

1 1 

!    3  3 

APPENDIX  I 
CLIENT  QUESTIONNAIRE 
FACE  SHEET 


1.  RESPONDENT'S  NAME : 

2.  PROXY'S  NAME  and 
RELATIONSHIP  TO  RESPONDENT: 


3.  RESPONDENT'S  REGIONAL 

4.  RESPONDENT'S  TELEPHONE: 

5  .  T I  ME  INT  E  RV I EW  BE  CAN : 

C  .  INTERVIEWER ' S  NAME : 

7  .  TODAY'S  DATE: 


(Area  +  Number) 


VDVH  Lval'-a-ic.i  rrojacu  I  .  U  .  -: 

CLIENT  INTERVIEW 

Hello,  my  name  is .   I'm  calling 

on  behalf  of  a  study  being  conducted  for  the  Virginia  Department  for 
the  Visually  Handicapped.   You  were  sent  a  letter  some  time  ago 
about  this  study  and  you  were  called  to  set  up  this  time  to  be 
interviewed. 

Before  we  begin,  let  me  tell  you  a  bit  more  about  this  study. 

We  will  be  asking  you  (YOUR  PROXY)  about  how  you  manage  your 
everyday  life  with  vision  loss;  what  services  you  sought  and  received 
from  the  Virginia  Department  for  the  Visually  Handicapped;  how  you 
feel  about  the  services  you  received.;  and  your  suggestions  about  them 
Your  answers  will  be  used  to  help  improve  the  services  VDVH  prc'j.d^.^ 
to  people  like  yourself. 

This  interview  will  take  approximately  30  minutes.   Your 
cooperation  is  completely  voluntary  and  will  not  in  any  way  affect 
your  access  to  services.   All  of •  your  answers  will  be  completely 
confidential  and  no  information  will  ever  be  associated  with  you 
but  will  be  combined  with  answers  from  hundred  of  other  people  who 
are  also  participants. 

After  the  interview  I  will  give  you  the  name  and  telephone 
number  of  someone  you  may  contact  if  you  have  anything  to  add  about 
uhis  study  or  want  to  learn  more  about  services  for  yourself. 

We  greatly  appreciate  the  time  and  effort  you  give  to  this 
important  project, 

I  will  be  reading  from  a  questionnaire  and  making  notes  of  your 
answers.   Please  stop  nje  at  any  point  if  you  need  clarification  of 
any  kind. 

Do   you  have  any  questions  at  this  point?  


Let's  begin. 


First,  I  will  ask  you  soma  questions  about  your  visual  condition. 

tL.   What  is  the  main  cause  of  your  vision  loss  —  was  it  an  injury 
or  an  illness? 


ACCIDENT  or  INJURY 

ILLNESS 

OTHER  (Specify) : 

D.K./D.A. 


2.   Was  your  vision  loss  gradual  or  sudden' 

GRADUAL 

SUDDEN 

D.K./D.A. 


3.   About  how  old  were  you  when  the  vision  loss  began  or  occurred' 

BIRTH 

I~  YEARS  OF  AGE 
D.K./D.A. 


And  how  old  are  you  now?   YEARS  OF  AGE 

D.K./D.A. 


Would  you  say  that  over  the  past  year  your  vision  has  been 
getting  worse,  or  staying  about  the  same,  or  improving? 

GETTING  WORSE 

~ 2   STAYING  ABOUT  THE  SAME 

IMPROVING 
D.K./D.A. 


6.   How  would  you  describe  you  vision'  now?   Would  you  say  you  have 
no  usable  vision,  or  you  have  partial  sight  with  very  little 
usable  vision,  or  you  have  partial  sight  with  quite  a  lot  of 
usable  vision? 

_  NO  USABLE  VISION 
J_  VERY  LITTLE  USABLE  VISION 
___  QUITE  A  LOT  OF  USABLE  VISION 
D.K./D.A. 


Next,  I  will  ask  you  some  questions  about  your  general  health. 

7.   Besides  vision  loss,  do  you  have  any  other  health  conditions,  like 
hearing  loss,  that  seriously  limit  your  daily  activities? 

YES  (ASK  QUESTIONS  7A  AND  7B1 
"  NO   CSKIP  TO  QUESTION  8 1 
D.K./D.A. 

A.   I  will  read  a  list  of  health  problems.   Please  indicate  if  you 

have  any  of  these  disabilities  which  limit  your  daily  activities) 
(CHECK  ALL  THAT  APPLYl 

HEARING  LOSS 

ORTHOPEDIC  DISABILITY  [NON-AMPUTEE 1 

__     ABSENCE  C'R   AMPUTATION  OF  A  MAJOR  LIMB  (Specify)  :  

ARTHRITIS 

~__~   CEREBRAL  PALSY 

POLIO 
MULTIPLE  SCLEROSIS '  ■ 

MUSCULAR  DYSTROPHY 

SPINAL  CORD  INJURY 

MENTAL  OR  EMOTIONAL  ILLNESS 

"  ~  MENTAL  RETARDATION  or  LEARNING  PROBLEM 
DIABETES 

EPILEPSY  n  „      n  ,  . 

—HEAD  INJURY  D'K'  0r  D"A' 

STROKE 
DRUG  or  ALCOHOL  ADDICTION 

OTHER  (Specify] :  


B.  Thinking  about  these- problems,  including  your  vision  loss, 
one  do  you  feel  most  seriously  limits  your  dailv  activities? 
""[TAKE  ONE  ANSWER  ONLY) 


VISION  LOSS 
OTHER  CSpecify) : 
D.K./D.A. 


8.   Next,    I  will  ask  you  sane  questions  about  your  daily  life, 
listed,   please  tell  me  whether: 


For  each  activity 


1  -  You  usually  do  this  on  your  own  with  little  or  no  difficulty; 

2  -  Ycu  usually  do  this,   but  with  difficulty  or  with  aid  from  someone  else; 

3  -  You  usually  don't  do  this  because  of  vision  loss  or  some  other  health  problem; 

4  -  You  usually  don't  do  this,  but  not  because  of  vision  or  health  problem; 


1  2  3  4 

LITTLE  OR  DIFFICULTY        DON'T  DO,  DON'T  CO, 

NO  DIFFICULTY     OR  WITH  AID     VISION/  NOT  VISION/ 

HEALTH  HEALTH 


A.   Persons  oroomin-i, 
(hair  care,   tcLhi: 

3.  Shopping  (grocery, 
clothing,  etc.) 


C.  Daily  selection  & 
care  of  clothing 

D.  Preparing  meals 


E.  Household  chores 
(laundry,  cleaning) 

F.  Traveling  in  & 
around  your  home 

G.  Traveling  in  your 
neighborhood  within 
town  (e.g.,  to  store, 
to  church) 


H.  Read,  either  print 
or  braille  or 
recorded  books 

I.  Watch  T.V. 

J.  Listen  to  Radio 


K.  Hobbies, (e.g. , 
knitting,  music) 

L.  Visit  or  entertain 
friends  cr  relatives 


Attend  public  events, 
(concerts,  movies) 


Now,  I  would  like  to  turn  to  your  contact  with  the  Virginia  Department 
for  the  Visually  Handicapped  (VDVH) .   I  will  ask  you  a  series  of 
questions  about  the  services  you  were  interested  in  receiving  from 
VDVH,  the  services  you  received,  and  your  satisfaction  with  those 
services. 

9.    How  did  you  first  hear  about  VDVH  and  from  whom?  


10.   Thinking  back  to  when  you  f ir^t  contacted  VDVH,  what  services 
were  you  interested  in  receiving?   (CHECK  ALL  THAT  APPLY) 

HOMEMAKING  SKILLS  (INCLUDING  INSTRUCTION  &  ASSISTANCE  IN 
ACTIVITIES  OF  DAILY  LIVING) 

_  COUNSELLING,  GUIDANCE  &  REFERRAL  SERVICES  (INCLUDING 
PERSONAL  AND  FAMILY  ADJUSTMENT  ASSISTANCE) ; 

EDUCATION  SERVICES; 

INSTRUCTION  &  ASSISTANCE  IN  COMMUNICATION  SKILLS  (INCLUDING 
INSTRUCTION  IN  READING,  WRITING  OF  BRAILLE,  SCRIPT,  TYPING 
OR  USE  OF  SPECIAL  EQUIPMENT,  E.G.,  TALKING  BOOK  MACHINE); 

EMPLOYMENT  OR  VOCATIONAL  SERVICES; 

MEDICAL  ASSISTANCE  (INCLUDING  LOW  VISION  AIDS); 

SPECIAL  AIDS  OR  APPLIANCES; 

INSTRUCTION  IN  M03ILITY  SKILLS  (E.G.,  USE  OF  CANE,  TRAVELLING), 

FINANCIAL  AID  (INCLUDING  ASSISTANCE  IN  OBTAINING  FINANCIAL  AID 
FROM  OTHER  AGENCIES,  E.G.,  SOCIAL  SECURITY); 

SOCIAL  AND  RECREATIONAL  SERVICES  AND  ACTIVITIES; 

HOUSING  ASSISTANCE; 

OTHER  CSpecify) :  


)  O.K.  or  D.A. 

; 
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LI.  Where  did  you  receive  VDVH  services? 

IN  YOUR  HOME 

AT  THE  REHABILITATION  CENTER  FOR  THE  BLIND  IN  RICHMOND 

BOTH 

OTHER  (Specify) :  

D.K.  or  D.A. 


L2.  How  often  did  you  receive  services  from  VDVH?   Generally,  was  it 

WEEKLY 

3 I- WEEKLY  (EVERY  OTHER  WEEK) 
"""_  MONTHLY 
OTHZ^  (Specify)  : ; 

O.K.  or  D.A. 


L3.  How  long  did  you  receive  services  from  VDVH?.     (FILL  IN  NUMBER) 

_  MONTHS    (or! 
YEARS 
D.K.  or  D.A. 


14.  Are  you  currently  receiving  services  from  VDVH? 

YES 
)    NO  ' 

D.K.  or  D.A. 

30  TO  NEXT  PAGE  FOR  QUESTION  #15 


• 
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Now,    I   would   like   to   ask   you   about   the   services   you   received    from 
VDVH.      For  each  of   the    following,    please   tell  me    if   you   received 
these   services   from  VDVH.  4 

Was  this 

12  3  service 

YES  NO  DON'T    KNOW     helpful? 

YES        NO 

A.  Counselling,  Guidance  Services  12  3  Y  N 

B.  Instruction  in  Activities  of 

Daily  Living  12  3  Y  N 

C.  Low  Vision  Services  12  3  Y  N 

D.  Instruction  in  Cairnunication  Skills 

i)   Braille  .1  2  3  Y 

ii)   Heading,  writing  in  script  12  3  Y  M 

iii)   Typing  12  3  Y  N 

iv)   Use  of  Special  Equipment, 

e.g.,   talking  book  machine  12  3  Y  M 

E.  Orientation  and  Mobility  Skills  12  3  Y  N 

F.  Instruction  in  Recreational  Activities  12  3  Y 

G.  Socialization  Class  1  2  3  Y 

H.   Komemaking  12  3  Y 

I.  Library  Services  12  3  Y 

J.   Special  Aids  and  Appliances  12  3  Y 

K.  Services  to  Family  12  3  Y 

L.  Personal  Care  Attendant  12  3  Y 

M.  Housing  Relocation  or  Modification  12  3  Y 

N.  Peer  Counselling   (group  or 

individual!  1  2  3  Y  N 

0.  Transportation  1  2  3  Y  N 

?.  Volunteer  Services   (e.g.,   someone 

to  r^d  m^jLli  ^  1  2  3  Y  N 

Q.   Special  Communication -Skills  for 

Deaf/3iind  12  3  Y  N 

R.  Physical,   Occupational,  and/or 

Speech  Therapy  12  3  Y  N 

S.  Other  Specialized  Instruction  12  3  Y  N 

T.  Advocacy  or  Referral  to  COnniunity 
Resources,  (e.g.,   food  stanps, 

senior  citizens  center)  12  3  Y  N 

U.  Consumer  Advisement  in  VDVH  12  3 

(RESPONDENT  PARTICIPATED  AS  AN 
ADVISOR) 
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16.   Were  there  any  additional  services  you  received  from  VDVH? 

_  NO  O.K.  or  D.A. 

YES  (Specify)  : 


17.   Did  you  finish  all  the  training  offered  you  by  VDVH? 

_____  YES         D.K.  or  D.A% 

NO  (Specify:  WHY  NOT?) 


13.   Hew  much  were  you  involved  in  determining  the  services  you 
received  from  VDVH?   Would  you  say  you  were 

INVOLVED  A  LOT         D.K.  or  D.A. 

SOMEWHAT  INVOLVED 

NOT  INVOLVED 

19.  As  a  result  of  the  services  you  received  from  VDVH,  how  much 
self-confidence  did  you  gain?   Would  you  say  you  gained 

MUCH  MORE  SELF-CONFIDENCE 

A  LITTLE  MORE  SELF-CONFIDENCE 

NO  ADDITIONAL  SELF-CONFIDENCE    _D.K.  or  D.A. 

20.  As  a  result  of  the  services  you  received  from  VDVH,  how  much 
independence  did  you  gain?    Would  you  say  you  gained 

A  GREAT  LEAL  OF  INDEPENDENCE 

SOI-vS  INDEPENDENCE  ' 

NO  INDEPENDENCE   D.K.  or  D.A. 

21.  As  a  result  of  the  services  you  raceived  from  VDVK,  are  you 
more  comfortable  in  your  relationship  with  others?   Would  you 
say  you  were 

A  LOT  MORE  COMFORT A3LE  WITH  OTHERS 

SOMEWHAT  MORE  COMFORTABLE  WITH  OTHERS 

NO  MORE  COMFORTABLE  WITH  OTHERS  _D.K.  or  D.A. 

22.  What  additional  services  or  contacts  would  you  like  to  receive 
from  VDVH? 

NONE 
' "  ADDITIONAL  SERVICES/CONTACTS   (Specify)  :      ' 


D.K.  or  D.A. 


23.  Overall,  how  would  you  rate  your  satisfaction  with  the  services 
you  received  from  VDVH?   Would  you  say  you  were 

_  VERY  SATISFIED 
"  SOMEWHAT  SATISFIED 
SOMEWHAT  DISSATISFIED 
^  VERY  DISSATISFIED  D.K.  or  D.A. 

24.  Did  you  get  the  kind  of  services  you  wanted  from  VDVH? 

yES  D.K.  or  D.A. 

NO  (Specify)  : 


25,  If  a  friend  were  in  need  of  similar  help,  would  you  recommend 
VDVH  to  her/him? 

YES,  STRONGLY  RECOMMEND 

YES,  RECOMMEND  BUT  WITH  SOME  RESERVATIONS 

NO ,  NOT  RECOMMEND 

D.K.  or  D.A. 

Finally,  I  need  to  ask  you  a  few  background  questions. 

26.  What  is  your  date  of  birth: 


MONTH    DAY      YEAR    " D  .  K  ,  /  D  .  A 

) 

27.   Which  of  the  following  best  describes  your  ethnic  or  racial 
background? 

WHITE,  NOT  HISPANIC         D.K.  or  D.A. 

BLACK,  NOT  HISPANIC 

HISPANIC 
~  AMERICAN  INDIAN/ALASKAN  NATIVE 

ASIAN/PACIFIC  ISLANDER 

OTHER  (Specify)  :  - 

23.   What  is  the  highest  grade  level  you  completed  in  school? 

NO  SCHOOL 
'"' """"  SOME  GRADE  SCHOOL 

'  COMPLETED  GRADE  SCHOOL 

" SOIE  HIGH  SCHOOL 

COMPLETED  HIGH  SCHOOL 

SOME  COLLEGE 
_  COMPLETED  COLLEGE 

" POST-GRADUATE  SCHOOLING 

OTHER  (Specify) :  ; * 

D.K.  or  D.A. 
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29.   Which  of  the  following  best  describes  your  present  living 
|      arrangements? 

LIVE  ALONE  IN  PRIVATE  HOME  OR  APARTMENT  [CIRCLE  WHICH) 
3  LIVE  WITH  0NE  0R  M0RE  RELATIVES  (ANSWER  29A  BELOW) 
LIVE  WITH  ONE  OR  MORE  FRIENDS  OR  ROOMMATES 
LIVE  IN  A  COMMUNITY  OR  GROUP  RESIDENCE 
"  LIVE  IN  AN  INSTITUTION 
OTHER  (Specify) :  


2SA.   (IF  LIVE  WITH  RELATIVES) :   Who  else  lives  with  you? 
(.CHECK  ALL  THAT  APPLY) 


HUSBAND  OR  WIFE 

CHILDREN  (Specify  number  and  ages  of  children  living 

at:    ho;np.): '_ 

OTHER    RELATIVES     (Specify):  ~  "   *~~"  ~~~~~~~~~~~ 


D.K.    or    D.A 


30.   Last,  I  will  read  some  broad  income  categories.   Please  tell 
me  which  category  comes  closest  to  last  year's  total  income 
before  taxes  for  you  (IF  RESPONDENT  LIVES  ALONE,  WITH  FRIENDS 
OR  IN  A  GROUP  RESIDENCE)  or  your  household  (IF  RESPONDENT 
LIVES  WITH  RELATIVES.    Just  approximately, 

UNDER  $3,000         Other   (Specify): 

"  $3,000  -  $4,999  ■ 

$5,000  -  $9,999 

$10,000  -  $14,999 

$15,000  -  $19,999    — 

$20,000  -  $29,999 

$30,000  or  over 
DECLINES  TO  ANSWER 
DON'T  KNOW 

That's  the  end  cf  the  interview.   Is  there  anything  you  would  like  to 
add  or  any  comments  you  have  about  the  interview  as  a  who  la? 


Let  rae  give  you  the  name  and  telephone  number  of  someone  you  can 
call  if  you  want  information  about  services  of  any  problems  relating 
to  these  topics. 

(REGIONAL  OFFICE/CONTACT  NAME) 

CREGIONAL  CONTACT  TELEPHONE) 


Thank  you  very  much  fcr  your  time  and  cooperation, 
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i      Respondent's  Name  and  ID# 
Time  Interview  Ended: 


(AM/PM) 


IF  INTERVIEW  WAS  CONDUCTED  IN  MORE  THAN  ONE  SESSION,  INDICATE  DAYS, 
TIMES,  AND  SECTIONS  COVERED  Cor  "Break-off"): 


DATE 


TIME  STARTED/ENDED 


THROUGH  Qi 


REASON  STOPFED 


Was  the  interview  conducted  with  the  RESPONDENT  ALONE,  WITH  THE 
RESPONDENT  AND  A  PROXY,  OR  WITH  A  PROXY  ALONE? 

SUBJECT  ALONE 

*"" SUBJECT  AND  PROXY 

PROXY  ALONE 

4A.  IF  INTERVIEW  WITH  PROXY  ALONE  OR  WITH  RESPONDENT:   How  did  the 
Proxy  participate  in  the  interview?   (E.g.,  Did  Proxy  talk  to 
Respondent,  answer  questions  directly,  etc.) 


4B.  IF  INTERVIEW  ENTIRELY  WITH  RESPONDENT:   Was  it  your  impression 
that  Respondent  was  alone  in  the  room,  or  was  someone  else 
present? 

_  ALONE 

SOMEONE  ELSE  DEFINITELY,  COMMENTING 
SOMEONE  ELSE,  PROBABLY 
I  HAVE  NO  IDEA 

In  general,  was  the  Respondent 

_  VERY  COOPERATIVE 

SOMEWHAT  COOPERATIVE 

SOMEWHAT  UNCOOPERATIVE 

VERY  UNCOOPERATIVE 


Did  the  Respondent  have  any  general  difficulties  in  this  interview? 

NO 
__  YES  CSpecify). :  
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Which  questions,  if  any,  seemed  particularly  difficult  or 
confusing  to  Respondent? 


Which  questions,  if  any,  seemed  particularly  objectionable  to 
Respondent? 


What  additional  problems  did  the  Respondent  have  *:*.lrh    this  interview? 


0.  Do  you  have  any  additional  comments  about  this  interview  or  this 
respondent? 


PLEASE  EDIT  THE   INTERVIEW 

THANK  YOU1  i  i 


APPENDIX    II 
CLIEMT  INTERVIEW:      SPECIFICATIONS 


nrrpopucTicN 

You  will  be  interviewing  people  who  are  visually  impaired  (some 
are  completely  blind,  while  others  have  differing  amounts  of  vision)  and, 
in  many  cases,  who  also  have  additional  physical  (and/or  psychological ) 
disabilities .  All  were  clients  of  the  Virginia  Department  for  -the  Visually 
Handicapped  (VDVK)  seme  time  during  the  past  year,  and  some  may  be  clients 
currently.  These  respondents  have  a  range  of  abilities,  a  range  of 
experiences,  a  range  of  needs,  and  no  doubt,  a  range  of  opinions  and  sugges- 
tions about  the  services  they  sought  and  received  from  VDVH. 

Scire  Respondents  will  be  relatively  easy  to  interview  over  -the 
telephone.  For  ethers,  such  an  interview  will  challenge  their  abilities 
significantly.  Seme  may  be  assisted  or  represented  by' someone  else  (e.g., 
a  husband  or  child)  whom  we  refer  to  as  a  Proxy.  Throughout,  it  is  the  job 
of  the  Interviewer  to  try  to  find  the  best  way  to  maximize  the  flow  of  information 
from  Respondent  to  the  Interviewer,  to  move  the  Respondent  through  the 
questions  of  the  interview,  and  to  record  accurately  the  information  gathered. 
It  is  estimated  that  each  interview  will  take  between  30  and  45  minutes. 

You  are  responsible  for  completing  the  Interview,  the  cover  Face 
Sheet,  and  the  two-page  Interview  Report  Form  (at  the  end  of  the  interview)  . 
All  questions  should  be  marked  with  an  answer  to  indicate  that  the  question 
was  asked — that  answer  may  be  a  check  in  one  or  more  of  the  listed 
responses,  a  "Don't  Know  or  Doesn't  Answer"  marked  next  to  "DK/DA"  (see 
below  for  instructions) ,  or  a  sentence  or  two  in  the  Respondent's  own 
words  for  questions  requiring  a  more  open-ended  answer. 

Please  keep  note  of  questions  that  w^re  difficult  or  confusing  for 
the  Respondent  to  answer  and  report  these  in  the  Interview  Report  Form 
at  the  completion  of  the  interview.  Your  comments  and  evaluation  of  this 
Interview  Response  Form  are  crucial  parts  of  the  interview  itself; 

We  hope  you  enjoy  the  interviews  you  conduct — interviewing  is  a 
challenging  activity,  but  an  interesting  and  rewarding  one  as  wall. 

Thank  you  for  your  work,  your  care  aid  your  suggestions.  And 
good  luck!!! 

GENERAL  RULES  FOR  INTERVIEWING 

In  addition  to  the  above,  the  following  suggestions  for  interviewing 
should  be  kept  in  mind  throughout: 

1) ,  It  is  import ,  -;t  to  move  the  Respondent  through  the  interview — 
from  question  to  question — but  not  to  make  the  Respondent  feel  that  s/he's 
being  rushed  or  that  we're  not  interested  in  the  "ether"  things  s/he  may 
want  to  tell  us.  It  is  suggested  that  if  Respondents  begin  to  warder  in 
■answering,  ycu  might  say  scmething  like,  "Let's  return  to  the  question,"  or 
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"Let's  move  on  to  the  next  question."  Providing  brief  and  positive  feedback 
to  Respondents'  answers  is  also  helpful,  e.g.,  "Good,"  "Uh-huh,"  or  "I  see" 
in  helping  the  Respondent  to  know  that  you're  listening. 

2) .  Repeat  any  questions  that  seem  unclear  to  the  Respondent. 
If  a  Respondent  says,  "I  don't  know"  to  any  question,  ASK  THE  QUESTION  ONE 
MORE  TIME  (ONLY) .  If  the  Respondent  is  still  unable  or  unwilling  to  answer 
the  question,  then  and  only  then  mark  "D.K.  or  D.A."  (Don't  Know  or  Doesn't 
Answer) .   (If  the  Respondent  has  trouble  with  understanding  the  question, 
make  a  note  as  well  and  report  that  later  in  the  Interview  Report  Form 
at  the  end) . 

3) .  For  questions  in  which  a  list  of  possible  answers  is  provided 
(most  questions),  the  question  either  contains  the  possible  answers  (e.g., 
"v*fould  you  say  that  over  the  past  year  your  vision  has  been  getting  worse,  02 
staying  about  the  same,  or  improving?")  or  you  can  simply  read  down  the 
short  lists  (e.g.,  #12,  "How  often  did  you  receive  services  from  VDVH? 
Generally  was  it  "WEEKLY,  BI-ttEEKLY,  or  MONTHLY"?) .  For  questions  with  long 
lists  of  possible  answers  (e.g.,  #'s  15  or  #8),  the  Interviewer  should  "walk' 
the  Respondent  through  the  question  item  by  item  as  per  the  training  session, 
NOTE:  If  Respondent  doesn't  know  which  category  is  best,  ask  her/him  which 
answer  category  "best  fits"  her/his  answer.  If  Respondent  still  not  able 
to  fit  answer  into  one  of  the  answer-categories,  use  the  "verbatim"  response 
and  record  it  for  later  ceding. 

4).  If  Respondent  is  unable  to  continue  interview,  i.e.,  "breaks 
off"  the  interview,  set  up  another  time  when  you  can  call  back  and  complete 
the  interview.   (Speak  with  Supervisor  if  Respondent  "breaks  off"  and  no 

new  date  can  be  made.) 


SPECIFIC  INTERVIEW  ITEMS: 


A.  Cor.ipiete  as  :::c.ch  of  the  information  on  the  FACE  Srui^i  as  possible  3 ECO?. 
ycu  begin  the  interview. 


1.  PROXY 


a)  It  may  already  be  indicate-  (from  advance  telephoning)  that  Respondent 
may  be  assisted  and/or  represented  by  someone  else  in  the  interview. 
Record  here  the  Proxy's  NAME  &  RELATIONSHIP  TO  CLIENT. 

b)  While  not  previously  arranged  for,  Respondent  may  ask/need  to 
be  assisted  or  represented  by  someone  else  during  the  interview. 
NOTE  HERE  THE  PROXY'S  NAME  AND  RELATIONSHIP  TO  CLIENT. 

B.  Note  the  TIME  EEERVIEW  BEGAN  and  DATE  TODAY. 

C.  ADD:  REGIONAL  OFFICE  AND  REGIONAL  OFFICE  CONTACT  PERSON  (Supervisor  will 
fill  in  for  ycu) . 


VDVH  EVALUATION  PROJECT  /  CLIEOT  EJTEKVIEW  SPECIFICATIONS  (Continuod) 


CLIENT  INTERVIEW 

A.  PAGE  1  —  MARPATIVE/nvTrRCDUCTION:  It  is  inportant  to  read  through 
this  narrative  slowly  and  clearly.  This  introduction  serves 
several  important  functions: 

1 .  it  introduces  you  by  name ; 

2.  it  reminds  the  Respondent  of  what  and  who  this  interview  is  for; 

3.  it  previews  the  general  topics  to  be  covered,  the  length  of  time 
the  interview  will  take;  and. the  purpose  and  the  value  of  the 
Respondent :s  participation; 

4.  it  assures  the  Respondent  of  the  Confidentiality  of  answers; 

5.  it  allows  you  to  tell  the  Respondent  what  you'll  be  doing,  i.e., 
"making  notes  of  your  answers " 

6.  it  allows  you  to  establish  the  beginning  of  some  rapport  with 
the  Respondent. 

The  Respondent  is  given  an  opportunity  to  ask  you  questions  here  — 
if  questions  need  answers,  either  give  them  or  (if  you  are  unable  to 
answer  questions)  refer  them  to  the  Supervisor  to  answer,  or  tell  the 
Respondent  (if  possible)  that  you  will  return  to  them  later  or  at  a 
time  when  you  can  provide  a  complete  answer  (as  per  instructions  in 
training  session) . 

B.  PAGE  2  —  QUESTIONS  ON  VISUAL  CONDITION  (AND  FOR  ALL  QUESTIONS  THAT 
FOLLOW)  : 

1.  Ask  question; 

2.  Look  down  options/answers; 

3.  Ask  Respondent  options; 

4.  Check  off  Respondent's  Answer (s) ; 

C.  PAGE  3  —  QUESTIONS  ON  ADDITIONAL  PHYSICAL  DISABILITIES:  "Other  (Specify) 
"(and  for  all  questions  that  include  this  option) : 

"Record  Respondent's  exact  words  wherever  possible  in  quotation  marks" 
although  you  may  have  to  edit  down  if  answer  is  real  lengthy.   (Remember, 
if  you're  quoting  what  the  Respondent  is  saying,  your  note  should  read 
as  if  the  Respondent  said  it  (as  s/he  said  it),  e.g.,  "I  cannot  do  this") 

D.  PAGE  4  —  QUESTIONS  ON  DAILY  ACTIVITIES  and  LIMITATIONS  frail  Vision  Less 
and/or  Other  Health  Problems. 

Read  each  item  and  identify  if  Respondent: 

1.  Does  activity  (with  little  or  no  difficulty);  or 

2.  Does  activity  with  difficulty  or  with  aid  from  someone  else; 

3.  Doesn't  do  activity  because  of  either  vision  loss  or  other  physical 

disability ; 

4.  Doesn't  do  activity  (but  not  because  of  any  physical  disability,  e.g., 

Respondent  doesn't  watch  television  because  s/he  hates  television) . 
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E.  PAGE  5  QUESTIONS  ON  SERVICES  ZraERESTED  IN  WHEN  CONTACTED  VDVH: 

#9  -  Source  of  referral  to  VDVH  (e.g.,  a  physician  or  a  social  worker); 

#10  -  Pead  list  of  Identified  Services  Respondent  may  have  been  interested 
in  at  the  time  s/he  first  contacted  VDVH.  However,  if  this  doesn't 
work  well,  you  might  let  the  Respondent  tell  ycu  in  her/his  own 
words  what  they  were  interested  in,  record  that  at  bottom,  and 
then  go  back  through  the  listing  to  identify  appropriate  category. 

F.  PACE  7  QUESTION  15  on  VDVH  SERVICES  RECEIVED  (Reviewed  by  J.  Granger /Training) 

A.  Counselling,  guidance  (for  Respondent); 

B.  Instruction  in  Activities  of  Daily  Living  (e.g.,  bathing,  laundry, 

personal  hygiene) ; 

C.  Low  Vision  Services  —  Evaluation  &  referral  and  instruction  in 

Optical  Aids  for  those  with  limited  vision; 
E.  Orientation  &  mobility  — e.g.,  instruction  in  use  of  long  cane, 

learning  to  "get  around"  and  manage  in  the  environment,  primarily 

within  the  heme. 
G.  Socialization  Class  —  managing  in  groups  or  social  situations; 
H .  Hcmemaking ,  e.g.,  sewing ,  cooking ; 
J.  Aids  &  Appliances,  e.g.,  talking  watches. 

FOR  EACH  SERVICE  THAT  RESPONDENT  INDICATES  S/HE  RECEIVED  (i.e.,  Col.  1, 
"YES") ,  ask,  "Was  this  service  helpful?"  and  record  yes  or  no  by  circling 
appropriate  answer  under  Col.  4.  Note:  The  follow-up  question  (Was  this 
service  helpful?)  is  only  asked  for  those  services  to  which  Respondent 
answers  "Yes"  in  Question  #15. 

G.  PAGE  8  ADDITIONAL  SERVICES:  Record  in  quotations  the  Client's  description (s) . 

H.  PAGE  9  #'s  26-30  "BACKGROUND  QUESTIONS"  are  being  ssked  for  purposes 
of  Data  Analysis; 

25.  Get  YEAR  of  birth  if  at  all  possible. 

23.  Other,  e.g.,  Vocational  Training  (Specify  as  well). 

29.  Circle  whether  a  Private  Heme  or  an  Apartment 


with  friends. 
Household  Income  if  Respondent  lives  with  husband/wife,  children; 
CR  allow  Respondent  to  answer  in  her/his  own  words  and  record  verb: 


IMPORTANT:   THANK  YOU  VERY  MUCH. 


J.  CONTACT  PERSON  (Provided  by  VDVH) 


APPENDIX  III 

Additional  Services  Clients  Would  Like  to  Receive  from  VDVH 

Question  #22  in  the  Client  Questionnaire  asked,  "What  additional 
services  or  contacts  would  you  like  to  receive  from  VDVH?"   Clients 
could  either  answer  "None"  or  could  "Specify"  the  additional  services 
they  were  interested  in  receiving.   To  get  an  overview  of  the  types 
of  responses  client  gave,  a  selective  review  of  the  open-ended 
answers  recorded  was  conducted.   The  results  are  discussed  briefly 
here  in  summary  form.   While  confidentiality  prevents  a  client- 
specific  analysis  of  these  interests,  further  review  of  the  data 
compiled  in  response  to  Question  22  would  be  quite  productive. 

Several  general  types  of  additional  services  were  identified. 
The  first  group  of  services  involves  clients  indicating  they  would 
like  someone  to  come  into  their  home  regularly  for  various  reasons, 
most  especially  to  help  them  in  food  preparation,  house  cleaning, 
and  reading  and  sorting  through  mail.   A  second  group  of  services 
indicated  a  desire  to  have  "someone"  who  could -take  clients  places, 
most  especially,  to  the  grocery  store,  to  the  doctor,  and  to  various 
types  of  public  events.   Together,  assistance  with  food  shopping 
and  preparation  as  well  as  transportation  constituted  a  large  number 
of  the  additional  services  noted. 

A  smaller  number  of  clients  indicated  an  interest  in  some  sort 
of  "social"  and/or  "recreational "  activities — some  just  saying  they 
had  these  general  interests  and  others  specifying  the  types  of  outings 
and  events  they  were  interested  in.   Several  clients  indicated  they 
wanted  more  "group  meetings" — again,  an  interest  in  getting  together 
with  others. 

Smaller  numbers  of  clients  indicated  interests  in  job  training, 
job  placement  and/or  part-time  work.   And  a  small  number  mentioned 
wanting  to  receive  assistance  in  reading,  including  talking  books 
and  magazines,  as  well  as  additional  training  in  Braille. 

A  number  of  people  identified  a  specific  way  in  which  they  wanted 
VDVH  to  "advocate"  for  them,  either  with  the  medical  care  system  or 
some  other  social  agency. 

Last,  people  mentioned  very  specific  items,  e.g.,  getting  the 
television  fixed,  obtaining  a  magnifying  glass  for  reading  the 
newspaper,  a  special  outlet  plug,  a  liquid  pouring  aid,  a  ''large 
typewriter",  prescription  sunglasses. 

And,  a  number  of  people  said  something  like  they  would  like  to 
know  all  the  services  available  from  VDVH  so  they  could  figure  out 
what  "additional"  services  they  wanted. 

These  answers  are  certainly  worth  additional  analysis  in  the 
future. 
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